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ABSTRACT 
The primary purpose of the research study was to clarify 
the role of institutionalization on levels of activity and 
morale among aging schizophrenics. Social breakdown theory 
provided the theoretical framework for the study. Four sub­
groups of elderly male veterans were the subjects. The 
subjects were healthy elderly, schizophrenics living in a 
community, and schizophrenics and non-raentally ill frail 
elderly residing in a nursing home. Data were collected 
using the Philadelphia Geriatric Center Morale Scale, 
Activity Inventory, and Nurses' Observation Scale for 
In-patient Evaluation. 
Social breakdown theory would predict that years in 
the institution and the chronic nature of mental illness 
would result in lower morale and activity levels for oldez' 
schizophrenics. In the study activity levels for the two 
institutionalized groups were similar. Older schizophrenics 
appear to have benefited from psychotropic medications and 
rehabilitation programs. They had significantly higher mor­
ale scores than the institutionalized frail elderly. The 
lower morale in the Institutionalized frail elderly is 
explained by the major life changes experienced by them when 
entering an Institution. The older schizophrenic was found 
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to be less neat, more irritable, and more psychotic than the 
frail elderly. With longer residence in the institution the 
frail elderly showed an increase in negative behaviors. 
A correlation between health status and morale was not 
found. Deinstitutionalized schizophrenics on measures of 
morale and activity were significantly higher than the 
institutionalized schizophrenics, but no different than the 
healthy elderly on those measures. In both the institution­
alized and deinstitutionalized schizophrenics a negative 
correlation was demonstrated between number of children 
and morale level. 
Recommendations are directed toward clinical appli­
cation of findings for the institutionalized populations 
with some specific suggestions being made for programming 
for both institutionalized groups. Programming suggestions 
are aimed toward reducing the effects of social breakdown 
syndrome. Suggestions are made for future research on the 
well-being of schizophrenics. 
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INTRODUCTION 
Mental health workers in institutions providing care 
to the chronically mentally ill observe a process in 
patients referred to as "burn-out". This process seen in 
chronic schizophrenia, is identified by a significant 
decrease in symptoms than were present at an earlier time 
for an individual patient, making the patient more compliant 
and generally easier to care for on a day to day basis. In 
many cases the change in symptoms is significant enough that 
care can be provided for the Individual in a less restric­
tive setting than had been possible in the past. Observa­
tion of patient burn-out during years of psychiatric nursing 
and a concern for decisions made regarding care of the older 
mental patient have led to an interest in studying the proc­
esses of aging, schizophrenia, and institutionalization. 
This research study has three purposes ; the primary 
purpose is to clarify the role of institutionalization on 
levels of activity and morale among aging schizophrenics, 
the second purpose is to identify the levels of activity 
and morale among deinstitutionalized schizophrenics, and 
lastly guidelines for decision making regarding the needs 
of the older schizophrenic for health care are provided. 
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Studies to investigate the processes of aging, schizo­
phrenia, and institutionalization have been few in number 
and often poorly controlled. This study will examine aging, 
institutionalization, and schizophrenia in detail with 
emphasis on identifying differences in activity and morale 
levels among institutionalized schizophrenics, deinstitu­
tionalized schizophrenics, and non-mentally ill elderly. 
Large numbers of aged schizophrenics with a history of 
having spent most of their adult lives in psychiatric 
institutions are currently residing in the community. These 
individuals have experienced changes in the utilization of 
psychiatric facilities brought about by the advent of 
tranquilizing drugs in the early fifties. The drugs result­
ed in better management of symptoms of mental illness and 
an increased emphasis in the mental health field on com­
munity care. Because of the advent of drugs and the empha­
sis on community care the decline in the resident population 
of psychiatric facilities has accelerated since the mid six­
ties, particularly for the sixty-five and older group (Hoff 
et al., 1983; Shore, 1983). Older schizophrenics who have 
become accustomed to life in an institution are now being 
returned to community settings with which they are no longer 
familiar. As a result, many mental health professionals 
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have begun to question the value of deinstitutionalization 
in improving the quality of life of the older schizophrenic. 
At the present time increased concern for cost containment 
in the provision of health care is placing heavier emphasis 
on careful decision making regarding the health needs of the 
older schizophrenic. Maintaining the optimum quality of 
life at the lowest possible cost of care is essential. A 
clear picture of the human impact of institutionalization 
and de-institutionalization would assist professionals and 
families in determining what living situations are most 
appropriate for the older schizophrenic. 
Explanation of Dissertation Format 
The format for this dissertation has been approved by 
the Graduate Faculty at Iowa State University. In this 
format, the research is presented in manuscript form suit­
able for publication in professional journals. 
The dissertation consists of an Introduction that out­
lines the research project and reviews pertinent literature. 
The body of the dissertation is composed of three sections, 
each section addressing a different aspect of the research. 
The first section of this dissertation utilizes social 
breakdown theory to discuss the differences in morale and 
activity levels among two institutionalized populations. 
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One institutionalized group is schizophrenic and the other 
groui) ia non-raentally ill frail elderly. The manuscript is 
for the Journal of Gerontology» The second section focuses 
on the portion of the research conducted with institution­
alized and non-institutionalized schizophrenics, discussing 
the quality of life experienced by the two groups of schizo­
phrenics. Variables that are related to activity and morale 
in the schizophrenic populations are discussed. This 
article is prepared for the Schizophrenic Bulletin. The 
third section presents data on institutional adjustment of 
the schizophrenic and non-schizophrenic elderly and empha­
sizes practical application of findings. This article is 
written for the Journal of Gerontological Nursing. 
The authorship for Sections I and III was shared with 
Dr. Joyce Mercier, co-major professor of the dissertation. 
The final section consists of a summary of the total 
research and recommendations for the application of findings 
with a few suggestions for future research. 
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Study Methodology 
Methodology 
The design of this study is quasi-experimental and 
provides information on levels of activity and morale for 
schizophrenics and non-schizophrenics, both in and out of 
Institutions. Morale and activity levels among non-schizo­
phrenic and schizophrenic groups residing in institutions 
are compared with levels among groups residing in the com­
munity . Data were collected on all four groups. Subjects 
all were male veterans, 55 years or older. The institution­
alized populations were chosen from patients at Veteran's 
Administration Medical Centers (VAMCs). The non-mentally 
ill institutionalized group were residents of the Nursing 
Home Care Unit (NHCU) of the Grand Island, Nebraska VAMC. 
The institutionalized schizophrenic group was selected from 
residents of the NHCU of the Knoxville, Iowa VAMC. Deinsti­
tutionalized schizophrenics were selected from the out­
patient rolls of the Knoxville VAMC. The non-institution-
alized community group was selected from a senior citizen 
group in Marion County, Iowa. All settings are rural, 
mid-western communities. The two VAMCs are comparable in 
size and structure. The total sample, inclusive of the 
four groupa, was 103. 
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Group A - Male individuals with a primary diagnosis of 
schizophrenia, hospitalized in a psychiatric facility 
for at least six months. 
Group B - Male individuals with a primary diagnosis of 
schizophrenia living in a community setting for at 
least six months following a period of hospitalization. 
Group G - Male individuals without a primary psychi­
atric diagnosis, residing in an institution providing 
nursing care for at least six months. 
Group D - Male individuals without a primary psychi­
atric diagnosis, who have not lived in an institution 
during their lifetime. 
Groups G and D were screened during the selection process 
to eliminate individuals who had been diagnosed and treated 
for a psychiatric illness. 
Informed consent was obtained from each participant 
and the permission of participating institutions was 
obtained. The standard Veteran's Administration format was 
used to obtain consent from V.A. inpatients and outpatients 
following guidelines established by the Veteran's Adminis­
tration Research and Development Office (Appendix A). A 
review of literature discussing the ability of the schizo­
phrenic to give informed consent is in Appendix B. 
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Data collection and analysis 
Three instruments were used for data collection, the 
Revised Philadelphia Geriatric Morale Scale (PGCM), Activ­
ity Inventory, and the Nurses' Observation Scale for Inpa­
tient Evaluation (NOSIE-30) (Appendix A). The instruments 
were selected because they have established reliability and 
validity with older. Institutionalized subjects. In addi­
tion a personal data sheet was used to obtain demographic 
information about each subject. This sheet includes age, 
marital status, number of children, educational level, 
employment, current medications, and self-health rating. 
The Philadelphia Geriatric Center Morale Scale (PGCM) 
was developed in 1972 by M. Powell Lawton for use with a 
geriatric population. The original instrument contained 22 
items, all having a dichotoraous response format. The 
revised version of the scale used in this study is a 17 item 
scale called the Revised Philadelphia Geriatric Center 
Morale Scale (Lawton, 1975)• Lawton has found three-factors 
in tests with five groups of subjects: (1) agitation, (2) 
attitude toward one's own aging, and (3) Lonely dissatis­
faction. Formal tests of validity yielded a correlation 
of .57 with the Life Satisfaction Rating Scale of Neugarten, 
Havighurst, and Tobin. Correlations of the revised PGCM 
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scale with nine other measures of psychological well being 
yielded correlations ranging from .47 to .79 (Sauer & 
Warland, 1982). 
The Activity Inventory was developed in 1949 by R. S. 
Cavan, E. W. Burgess, R. J. Ilavighurst, and H. Goldhammer. 
It consists of 20 questions addressing topics such as 
leisure, religion, family, friends, financial status, and 
health. The Activity Inventory can be administered verb­
ally or in written form and like the PGCM scale was admin­
istered in an interview in this study. In previous uses 
of the Activity Inventory scores have ranged from 5 to /+3 
with a mean of 25.5 and a standard deviation of 8.8. Splib-
half reliability was estimated at .66 (Graney, 1982). 
The Nurses' Observation Scale for Inpatient Evaluation 
(NOSIE-30) (Honigfeld & Klett, 1965) was used in collecting 
data on groups A and G, The NOSIE-30 was used to collect 
data on the behavior of all institutionalized subjects. 
This instrument provides information useful in the place­
ment and care of the older schizophrenic. It is a 30 item 
behavior scale with ratings based on the nurses' observa­
tion of immediate behavior of the patient in daily ward life 
and was designed for use with chronic, institutionalized 
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patients. The NOSIE-30 contains six factors; social com­
petence, social interest, personal neatness, irritability, 
manifest psychosis, and retardation. Average rater reli­
abilities on the six factors were social competence (.89), 
social interest (.78), neatness (.83), irritability (.81), 
manifest psychosis (.73), and retardation (.7-4) (Honigfeld 
6 Gillis, 1967). 
All data collection for this research was completed by 
the investigator in an interview format. The personal data 
sheet, PGCM scale, and Activity Inventory were completed for 
all subjects. The NOSIE-30 was completed on all institu­
tionalized subjects. 
Data analysis consisted of analysis of variance com­
paring mean scores of each group of subjects on the PGCM 
scale and Activity Inventory. Multiple regression was used 
to identify those variables that accounted for the differ­
ences among the groups. 
Literature Review 
There is extensive literature relating to the schizo­
phrenic process. The material reviewed here is that which 
is considered relevant to this research study. The discus­
sion consists of four sections: the schizophrenic process, 
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outcome studies of schizophrenia, the impact of institution­
alization, and the deinstitutionalization process. 
The schizophrenic process 
For almost a hundred years a psychosis called schizo­
phrenia has been widely studied, still the illness continues 
to be baffling and poorly researched. Because of improved 
medical care, many schizophrenics today experience a stabi­
lization of the psychotic process and will live to old age. 
The mortality rate of schizophrenics remains higher than 
that of an age matched general population, due to the more 
frequent occurrence of suicide at all stages of the disease 
process (Ciompi, 1980; Post, 1980). 
The process of schizophrenia is not clear despite 
established criteria for diagnosis. The model most widely 
used in defining mental problems assumes disease can be 
classified on the basis of a common etiology. Use of this 
medical approach in describing behavior may be inappropriate 
since an act that appears deviant may be based on anteced­
ents unknown to persons observing the act. Without an 
understanding of the antecedent factors a behavior may 
appear deviant and a label be placed on the act (Elsdorfer 
& Stotsky, 1977). There is disagreement about the continued 
use of the medical model in the diagnosis of mental illness 
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(Szaa, 1972), it nevertheless continues to be used in some 
variation throughout the world. In the United States the 
medical criteria for schizophrenia are the classification 
system developed by the American Psychiatric Association 
and published as the Diagnostic and Statistic Manual (DSM). 
Studies discussed in this section report on schizophrenia 
diagnosed under Volume II (DSM-II). Schizophrenia in the 
DSM-II (1968)  is defined as: 
A group of disorders manifested by characteristic 
disturbances of thinking, mood, and behavior. Dis­
turbances in thinking are marked by alterations of 
concept formation which may lead to misinterpretations 
of reality and sometimes to delusions and hallucina­
tions, which frequently appear psychologically self-
protective. Corollary mood changes include ambivalent, 
constricted, and inappropriate emotional responsiveness 
with loss of empathy for others. Behavior may be with­
drawn, regressive, and bizzare (American Psychiatric 
Association, 1968, p. 33). 
Research on schizophrenia conducted in Europe follow 
the standards of classification developed by Eugene Bleuler 
in the early 1900s, somewhat modified at the University 
Psychiatric Clinic of Lausane, Switzerland. The concept, 
schizophrenia used in most European investigations is 
described as follows : 
A case of schizophrenia was assumed whenever a person­
ality disturbance of psychotic proportions existed 
which was marked by manifold and alternating combin­
ations of so-called primary disorders of thought and 
emotions, autism, ambivalence, loss of contact, and 
14 
experiences of depersonalization. If so called second­
ary symptoms were also present (such as delusions, 
hallucinations, or catatonic psychomotor disturbances) 
a paranoid, hebephrenic, or catatonic schizophrenia 
was diagnosed in accordance with the predominating 
symptom pattern present (Ciompi, 1980, p. 608). 
The European classification system is more restrictive 
than the DSM II diagnostic criteria ; therefore, research 
in Europe and the United States are not completely compara­
ble and should be clearly distinguished. Despite this, 
European longitudinal studies of schizophrenics have con­
tributed greatly to the current literature on the older 
schizophrenic. These investigation provide valuable infor­
mation on the course of the disease for use in further 
research, treatment, and education. 
Schizophrenics who survive to old age generally have 
been under long term psychiatric care (Raskin, 1979). 
Since the cost of care is expensive, the majority of schizo­
phrenics have been treated in government institutions. 
Government hospitals are large, regimented facilities and 
individuals treated in these hospitals usually exhibit 
characteristics of persons subjected to long term insti­
tutional care (Pfeiffer, 1977). 
Among older schizophrenics the effect on behavior of 
neuroleptic medications taken over a long period of time 
must also be considered. Modern psychotherapeutic drugs 
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have drastically changed the course of schizophrenia. It 
has become possible for many individuals to be treated and 
to remain outside of hospital settings. The beneficial 
effects are helpful, but it is true that many psychotropic 
drugs have been inappropriately used. There is little good 
scientific evidence regarding correct doses and long term 
effects of neuroleptic medication. The action mechanism of 
the drugs is unknown and the full effects can only be 
guessed (Hollister, 1983)• Additionally, the effect of 
aging is not often taken into consideration. 
The action profile of a drug is Influenced by numerous 
factors, including the Individual and the environment in 
which the individual lives (Von Praag, 1978). Patients who 
are aged schizophrenics may well have been exposed to high 
doses of neuroleptic medications in a controlling atmo­
sphere. In a study of drug use among the older mentally ill 
in California, for example, Zawadski et al. (1978) found 
psychotropic drug use three times as high for the insti­
tutionalized as for the non-institutionalized. The effect 
of the combination of medication and institutional control 
on behavior and on the disease process itself cannot be 
easily predicted. At the very least the extensive use of 
neuroleptic medication should be recognized when looking at 
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age changes such as cognitive functioning and emotional 
responses. 
In the past most schizophrenics continued to live in 
psychiatric institutions as they aged and as a result their 
behavior was of little concern to families and caregivers. 
Today, however, older schizophrenics are much less likely 
to be in psychiatric facilities. This is part of an over­
all decline in the resident population of psychiatric hos­
pitals since 1965, particularly for the 65 and older group 
(Goldman et al., 1983; Redick et al., 1973). Many of the 
older schizophrenics discharged from psychiatric hospitals 
have been placed in nursing homes, foster care homes, and 
out-patient facilities (Goldman et al., 1983). The older 
schizophrenic is reintroduced to a society that is unfamil­
iar. In some cases a satisfactory adjustment is made 
(Hyer et al., 1983); in other situations, however, the 
quality of life for the older schizophrenic is less than 
it was in the institution (Sweeney et al., 1982). 
A number of factors affect the status of the older 
schizophrenic including length of time institutionalized, 
medications, family, and intellectual functioning. These 
factors may determine the individual's lifestyle and whether 
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the person remains institutionalized or returns to the 
community. 
The reason factors other than the disease process 
affect the life of the older schizophrenic is because 
many normal life events are different for the schizophrenic. 
The onset of schizophrenia most often occurs in late teens 
or young adult years, from the time of puberty to the early 
30s (Arieti, 1974). Because of the early onset many of 
the life events associated with normal adult life such as 
marriage, parenting, and retirement frequently are different 
for the schizophrenic. Life events that are largely bio­
logically based occur, but those events experienced in a 
social sense such as marriage and employment, often do not. 
Evidence for the lack of significant life events such 
as marriage is found in research studies. The schizo­
phrenic population in Ciompi's study (1980) was generally 
not married and the majority was not employed. Wenger 
(1958) in a U.S. study of aging schizophrenic veterans, 
reported only 32% had been married. All had an unreliable 
work history and three-quarters of them were considered 
incapable of looking after their own finances. 
Although many schizophrenics do not experience life 
events in the same sense as people who are not mentally ill, 
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there Is evidence that within the framework of the mental 
hospital individuals do strive to maintain their integrity-
through refraining their life history. They, for example, 
have a preoccupation with the past in an ideal manner ("I 
worked in the hospital kitchen and Dr. X, the superintendent 
used to call me by my first name"), or pursue activities and 
continued engagement (A women who despite near blindness and 
unsteady gait continues to do errands for other patients, 
as she had done for years) (Lawton, 1972). Individuals 
working in psychiatric hospitals frequently hear patients 
refer to themselves as being retired, when in reality they 
have never been employed outside of the hospital. This 
appears to be an attempt by the aging schizophrenic to con­
struct a normal life event. The reframing of their life 
is an attempt to give meaning and purpose to their exis­
tence in the same manner that normal elderly review their 
life for substantiation of its validity (Lawton, 1972). 
Outcome studies 
Outcome studies 
Understanding of the long term results of the schizo­
phrenic process is needed for social, as well as medical 
reasons. Social knowledge of likely outcomes can be used to 
predict needs of the older schizophrenic and provide Infor-
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mation for the development of adequate programs of care. 
Johnstone et al. (1981), In a study done in England, 
compared cognitive deficits and psychiatric status in schizo­
phrenic patients five to nine years after discharge with 
those of schizophrenic inpatients. Among both samples 
the deficits of chronic schizophrenia were an Intergral 
part of the disease process and not a result of treatment. 
This finding suggests that the impact of institutionalizat­
ion had not produced substantial deficits since the results 
were the same in the hospitalized and out patient groups. 
In addition to studies of the effect of institutional­
ization on symptomatology, a number of studies attempt to 
examine the relationship between psychopathology and social 
adjustment. A five year follow-up of schizophrenics on 
standardized clinical and social assessments by Watt, 
Katz, and Shepherd (1983) reported a good outcome, defined 
as being symptom free or having only discrete attacks for 
half the sample. In addition to being relatively free of 
schizophrenic symptoms this sample displayed adequate 
adjustment in social situations. A similar result is that 
of Moller et al. (1982) in a five year follow-up of paranoid 
schizophrenics using sociodemographio data and clinical 
rating scales to determine outcome. They found marked 
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signa of psychopathology and diaturbanoea in social adjust­
ments in 44% of the schizophrenics studied. 
Although older achizophrenica aeldom are the topic of 
intereat for researchers, studies that have been carried 
out with older schizophrenics generally demonatrate a 
decreaae in the paychotic proceaa with age. One atudy 
(Newmark ft Ilutchina, 1980), for example, showed no sig­
nificant differences on MMPI scores between older (mean 
age 65) schizophrenics and non-achizophrenica. It is posa-
ible that the increase in paranoia and regreaaion with age 
(Raskin, 1979) may account in part, for the similar per­
formance of achizophrenica and non-achizophrenica in the 
Newmark and Hutchina (1980) atudy, but it ia alao likely 
that the reduction in paychotic symptoma frequently occur­
ring in the older achizophrenic accounted at least in part, 
for the performance of that group. 
Muller (1963) ,  who has made the most complete study of 
aging and schizophrenia, reports two distinct patterns among 
patients. He found that in about half of the schizophrenics 
in his study there was a reduction of delusional content, 
while for the other half there essentially was no change in 
amount or intensity of delusions. 
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It appears that for many schizophrenics the change in 
symptomatology begins in the middle years. Several studies 
reported by Bridges et al. (1978) suggest that changes occur 
in psychosis during the middle years. Although poor out­
comes for schizophrenics were reported in early studies 
(Arieti, 1974), more recent studies show decreases in 
hallucinations, paranoia, aggressiveness, and delusions 
(Bridges et al., 1978), Bridges et al. (1978) suggest that 
schizophrenics surviving to middle age experience sympto­
matic diminution, a pheneomena frequently referred to by 
psychiatric staff as "burning out". 
Understanding the "burn out" pheneomena would be 
helped by parceling out the effect of institutionalization 
and aging on the schizophrenic process. Lawton (1972) 
Investigated the change over time in the manifestations of 
schizophrenia that might be predicted to result from each or 
all of the processes of chronicity, institutionalization, 
and aging. In Lawton's study of schizophrenics who had 
been hospitalized 30 years or more, current behavior was 
compared to behavior at an earlier time as documented in 
patient records. Patients demonstrated less overt devlancy: 
specifically they were less active, less agitated, less 
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disorganized, and more comformlng than hospital records 
Indicated they had been 30 years earlier. 
A study conducted by Wenger (1958) of aging veterans 
compared schizophrenics with an institutionalized mentally 
well group. Interviews and psychological tests were con­
ducted on both groups. Very few (20%) reported hallucin­
ations and paranoia, although all of the schizophrenics 
retained some of the manifestations of their illness such 
as a tendency toward introversion. Wonger controlled for 
institutionalization by using two institutionalized samples; 
however, without a discussion of medications used for the 
two groups it is difficult to determine how much of the 
noted changes were due to age and how much the changes were 
due to the disease process. It may be that the schizo-
group was being maintained on large doses of psychotropic 
medications which could account for the decrease in agitat­
ion and disorganization rathan than improvement due to 
reduction of psychosis with aging. 
Some researchers have examined other factors in addi­
tion to age and institutionalization that might affect the 
outcome of schizophrenia. Engelhardt et al. (1982) 
followed a group of schizophrenics over a 15 year period. A 
history of hospitalization consistently emerged as a strong 
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predictor of future hospitalizations. Of those schizo­
phrenics, studied one fifth had never been hospitalized, 
one fifth had only crisis admissions, and over half had 
experienced long term hospitalizations. The authors con­
cluded that the most effective treatment for minimizing 
symptomatology and increasing the chance of a good outcome 
is a combination of medication and supportive psychotherapy. 
Support for this conclusion also emerged from a study by 
Lukoff et al. (1984) in which life events and family stress 
are identified as precipitators of schizophrenic episodes. 
It would appear that the factor most likely to predict 
exacerbation of schizophrenic symptoms other than previous 
hospitalizations is stressful events. Life event stress 
for a group of schizophrenics over a two year period was 
examined by Harder et al. (1981). Results showed high 
stress events were more likely to lead to a psychotic epi­
sode than a lifestyle without major stress. 
In summary the outcome studies reported here are help­
ful in identifing outcomes over time and factors that may 
predict prognosis. Many schizophrenics experience a 
decrease in symptoms beginning in middle age. Some of the 
changes occurring in the older schizophrenic are affected 
by time spent in institution and long term treatment with 
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neuroleptic medications. Other factors that affect out­
come are a history of hospitalization and life stresses. 
The impact of institutionalization 
The impact of institutionalization on the life of an 
individual is a controversial issue in health care, partic­
ularly in the field of mental health. Many older people are 
institutionalized for health related reasons, but most have 
not spent large portions of their adult lives in an insti­
tution. The chronic mental patient, however, has grown old 
in Institutions. Some older mental patients are placed in 
less restrictive institutional settings; others have been 
returned to an unfamilar life in the community (Stoneall, 
1983). 
Persons diagnosed as schizophrenic in the early 19008 
spent many years in psychiatric hospitals that were pri­
marily concerned with the safe custody of the patients at 
low public cost (Wing & Brown, 1970). In these hospitals, 
patients lost contact with the outside world, experienced 
enforced idleness, lost personal friends and possessions, 
received drug treatment, and lived in a restrictive ward 
atmosphere. The impact of institutional conditions on 
schizophreniza is a controversial issue in psychiatry. 
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There Is evidence indicating that long term institutional­
ization does affect the prognosis. Wing and Brown (1970), 
for example, identify three factors that contribute to the 
reaction to long Incarceration in an institution; the 
social pressures which are brought to bear, the suscepti­
bility or resistance of the individual to those pressures 
and, the length of time over which the pressures act. 
Today, schizophrenics spend less time in a psychiatric 
hospital, but the availability of positive social pressures 
such as education and rehabilitation experiences vary from 
institution to institution. Variation is also found In the 
susceptibility of the individual to Institutional pressure. 
Some individuals continue to have family and friends to 
support them, providing an Interest outside of the insti­
tutional environment. 
The length of exposure to the institution is a vari­
able that may affect prognosis (Wing 6 Brown, 1970). The 
older mental patient often has been institutionalized for 
40 to 50 years. The result of many years of exposure to a 
monotonous, rigid routine is that individuals have little 
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experience in decision making. The environment of the men­
tal hospital is one where compliance is rewarded and oppo­
sition may be punished. As symptoms of mental illness abate 
with age and treatment the individual learns that the easi­
est lifestyle is one that conforms with the rules and regu­
lations of the institution (Wing & Brown, 1970). 
Institutionalization can be defined as a syndrome, in 
the narrow sense of personal changes induced by prolonged 
residence in relatively closed communities (Wing & Brown, 
1970). This is a syndrome that may apply to many different 
groups of people, not just the mentally ill or the aged. 
Lengthy periods of hospitalizations in mental hospitals 
are especially difficult (Wing & Brown, 1970). Residents in 
these settings often exhibit a clinical poverty syndrome, 
expressed as social withdrawal, flatness of affect, and 
increased poverty of speech. As the stay becomes longer 
the desire of most residents to be discharged from the 
facility decreases. Such indifference about leaving lies 
at the very heart of institutionalization and occurs in 
most residents of total institutions. 
A decline in positive features of behavior for 
schizophrenics with continued lengthy hospitalizations has 
been substantiated by Honigfeld and Gillis (1967). Their 
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study of male schizophrenic veterans found improvement over 
time in symptoms of schizophrenia such as paranoid thoughts, 
but other aspects of general behavior such as social compet­
ence, cooperation, interests, and neatness decreased. Hon-
igfeld and Gillis (1967) conclude that the improvement 
in medical symptoms and the subsequent decline in social 
skills indicate that the changes noted are not a result of 
the schizophrenic process. 
Similar changes in social skills have also been noted 
by Solon et al. (1977) in a study of role losses accompany­
ing old age in the institutional setting. In the total 
institution characteristics of dependency such as inactiv­
ity, eroison of social roles, and status are aggravated. 
Solon and colleagues (1977) believe that creative efforts 
and opportunities can be developed to decrease the impact 
of institutionalization on the individual. 
A number of studies examine factors that reduce the 
negative aspect of institutionalization such as social 
deterioration (Harel, 1981; Harel & Noelker, 1982; Solon 
et al., 1977). Several of these studies examine variables 
that contribute to high morale among the elderly in insti­
tutions. Factors contributing to high morale for elderly 
nursing home residents are: expectations congruent with 
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perceived eventfl (Chang, 1978), ties with people and per­
sonal responsibility (Harel, 1981), and social interaction 
(Harel ft Noelker (1982). In contrast, Parmelee (1982) 
concludes that social control is related to self esteem and 
morale among aged nursing home residents. Fawcett et al. 
(1980) also sees control as an important factor in morale, 
emphasizing the relationship between high internal locus of 
control and life satisfaction for older nursing home resi­
dents. There is variation in the factors that contribute 
to high morale in the institutionalized older person, but 
there is also support for the idea that active involvement 
in the environment and increased social ties are means to 
improve outlook and behavior. 
Research to identify interventions that reduce the 
impact of institutionalization on social skills, morale and 
activity has focused on programs within the institutions 
that strengthen existing skills and assist in the develop­
ment of new ones. Increased opportunities for socialization 
were reported by Weinstock and Bennett (1978) as significant 
in reducing cognitive impairment among nursing home resi­
dent. Intensive remotivation techniques were used by 
Bovey (1971) for patients on a geriatric unit of a state 
mental hospital, resulting in measurable increases in their 
aelf-conoept. Similarly Cohen and Kraft (1968) noted 
improvement in cooperation, aa well as decrements in bizzare 
behavior in geriatric mental patients receiving motivation 
therapy. Other opportunities for the institutionalized 
aged are provided through pet therapy, footer grandparent 
programs, and other activities aimed at maintaining social 
skills and intellectual functioning. 
Activity, often emphasized in programs aimed at reduc­
ing the impact of institutionalization, is frequently cited 
as improving self-esteem and increasing morale among the 
institutionalized. Gutmann et al. (1973) studied geriatric 
mental patients on a ward that emphasized activities and 
identified those residents as showing a better adaptation 
to the environment than did their peers on a custodial ward. 
Activity therapy used by Beard et al. (1978) increased 
social competence among chronic institutionalized schizo­
phrenics. Improvement in personal adjustment was associ­
ated with participation in activity programs for insti­
tutionalized veterans in a study by Kaiman et al. (1966). 
Minimal activity involvement was significant in reducing 
anxiety among those veterans who attended the programs 
regularly. 
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The impact of activity and involvement in programs 
on the institutionalized is an increase in feelings of 
self worth and control (Gutraann et al., 1973; Beard et al., 
1978). A number of studies (Chang, 1978; Noelker & Harel, 
1978; Wolk & Telleen, 1976) indicate that feelings of 
satisfaction and self control are related to the environ­
ment in which one lives. Other studies (Donaldson, 1984.; 
Fawcett et al., 1980) show that in institutional environ­
ments where constraint and custodial care are the general 
policy, there is lower satisfaction and deterioration in 
both mental and physical functioning. 
Although it is clear that with the use of effective 
therapeutic programs the institutionalized individual need 
not decline further, but instead can learn to control symp­
toms and improve functioning, the impact on society of pro­
viding such care is less clear. There is no question that 
the cost of quality care for the aged mental patient is 
high and perhaps one that society chooses not to bear. 
Concern for the cost, both to the individual and to 
society led to a movement in the 1960s to move many older 
psychiatric patients from psychiatric hospitals into nursing 
homes, family care homes, and other community settings. 
This process referred to as deinstitutionalization, remains 
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controvei'sial and only now is being re-examined. Deinati-
tutionalization may not alwaya be in the best interest of 
the institutionalized older mental patient. 
The deinstitutionalization process 
A shift in the care of the mentally ill from the asylum 
to the community began over 30 years ago and continues to be 
a controversial issue in the 1980s (Mollica, 1983). All the 
evidence is not yet available on both the economic and human 
impact of the deinstituionalization process, but the effect 
of the change in the pattern of psychiatric services on the 
older mental patients may be the most crucial aspect of the 
event. 
Beginning in the early 1960s, caring for the mentally 
ill in the community rather than in large mental hospitals 
gained momentum. A number of factors were involved, includ­
ing the improvement in medical care of the mentally ill 
that resulted, at least partially from the discovery of 
tranquilizing drugs. The improvement in care along with 
changing societal attitudes led to the decline of the 
"custodial era" (Wing, 1981). In 1955, the Joint Commission 
on Mental Illness and Health was formed to study the care 
of the mentally ill in the United States. Many mental 
health care providers, as well as patients and families. 
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were convinced that large public mental hospitals were 
outmoded and were, in fact, harmful to patients. The 
Commission suggested a new plan of community based programs 
to give communities the responsibility of caring for their 
own mentally ill. It was believed that this would provide 
better care and would eliminate some of the problems encoun­
tered with institutionalization. The plan became national 
policy with the Mental Retardation Facilities and Community 
Mental Health Centers Act of 19^3 (Draun ot al., 1981). 
Deinstitutionalization was not bo be simply an emptying of 
the state mental hospitals, but was to be an attempt to 
develop a multi-modal, pluralistic system of community care. 
As a process, deinstitutionalization describes the ongoing 
change, readjustment and redefinition in function of all 
components of the mental health delivery system (Goldman 
et al., 1983). 
In a plan of community care, the institution still 
plays a role, but the role is of shorter duration than in 
a system lacking adequate community care. Deinstitutional­
ization plans must include a picture of how the total system 
fits together and a mechanism for accountability. Other 
major topics that must be part of deinstitutionalization 
plans are attention to the legal and human rights of those 
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served, involvement of consumers in decision making, and an 
advocacy system (Paul et al., 1977). 
The use of community care in treating the mentally ill 
is a complex process involving psychiatry, law and econom­
ics. It is now over 30 years since the advent of this 
movement; as in any venture as complex as this, there have 
been both successes and failures. A large amount of 
research has been conducted on community care of the mental­
ly ill: unfortunately, much of the research has serious 
methodological flaws. If only numbers are considered, 
deinstitutionalization is a resounding success; state and 
federal mental hospitals previously housing two to three 
thousand patients now have a census of only a few hundred 
at any one time (Okin et al., 1983). 
Outcome studies of the impact of deinstitutionalization 
on mental patients give a mixed picture of results. Pasa-
manick et al. (1967) in one of the first outcome studies of 
community based care for schizophrenics concluded that this 
care was feasible and a better method of treatment than 
hospitalization. This study, however, did not include 
schizophrenics without families willing to take them home. 
The findings cannot be applied to the majority of schizo­
phrenics in community care who do not have family support. 
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None of the 20 outcome atudies reviewed by Braun et 
al. (1981) clearly showed a significant difference between 
care in an institution and community based psychiatric care 
for the chronic mental patient. They reported methodologi­
cal problems in all of the studies that led to questionable 
results. 
A recent study by Okin et al. (1983) examines the 
quality of life of former mental patients living in the 
community compared to patients that remained hospitalized. 
Although no significant change was found in the former 
patient's symptoms, several qualitative changes were 
considered important. The subjects had not required rehos-
pitalization and preferred their new living situations. 
It should be noted, however, that these individuals were 
living in newly developed residential programs. Such an 
arrangement is a good living situation for the former mental 
patients, but one that does not exist in many communities. 
In a paper appropriately titled "Deinstitutionaliza­
tion: The data demythologized", Goldman et al. (1983) dis­
cuss the facts of deinstitutionalization. The facts, 
according to Goldman et al., are that the rate of inpatient 
care episodes has remained stable while outpatient care has 
expanded twelve-fold, that a majority of inpatient days of 
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care continue to take place in state and federal hospitals, 
and other institutional settings such as nursing homes. 
A shift has occurred in public places providing care, but 
the coat of the care is still paid for by the public sector. 
In many cases, the nursing home has become the substi­
tute for the custodial function of the mental hospital. Of 
the hard core mentally ill, some 1.7 million are inati-
titionalized, with nursing homes providing care to half of 
that group (Goldman et al., 1981). Talbott (1981) states 
that a fourth of nursing home residents are mental patients. 
Another aspect of the deinstitutionalization process 
is the large numbers of patients with severe mental illness 
and skill deficits associated with long term hospitaliza­
tion being discharged into communities that are unprepared 
for them. Many chronic mental patients are sent to live 
alone in unsupervised facilities. Urban hotels in poor 
sections of cities have welcomed discharged mental patients 
and their welfare checks (Sweeney et al., 1982). Wing 
(1981) reports a similar finding, stating that many of these 
individuals are in the community but not of it. They make 
less use of community facilities than do hospitalized 
patients and have fewer amenities provided for them. 
Caton and Goldstein (198/+) reporting on chronic schizo­
phrenics followed for one year after discharge from a mental 
facility reveal that half of the sample changed their living 
arrangements once, with a fourth moving twice or more. As a 
result of the study Caton and Goldstein discovered that 
although housing is a critical element in community care of 
the chronic mental patient, clinical staff have little con­
trol over natural community living arrangements. It was 
revealed that frequently housing placements were based only 
on what was available and the patient's financial resources, 
rather than on what might be most desirable for the patient. 
A discharge planning study (Caton et al,, 1984) based 
on the same subjects revealed tJiat staff thought a different 
living environment was indicated in some of tlie cases. In 
most cases, however, they were unable to arrange alterna­
tives because the patients were dependent on welfare funds 
for their housing and did not have sufficient income for 
better living arrangements. As a result of their low 
Income many patients are discharged to transient situations 
or to the streets in urban areas (Hagar & Kincheloe, 1983). 
An obvious question to ask is why the families of the 
deinstitutionalized mental patients don't provide assis­
tance and, of course, some families do. Many families 
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simply lack the material and emotional resourcea to continue 
to provide for the patient on a long term basis (Caton & 
Goldstein, 198-4; Mollica, 1983; Stoneall, 1983). 
In the case of the older ex-patient, it may simply be 
that no close relatives have survived, or if there are any 
remaining relatives they are now too debilitated to provide 
care. The majority of older mental patients did not marry 
and do not have children to look after them as they age. 
The older mental patient is left dependent upon society to 
provide care. 
Services are provided in a variety of ways for the 
deinstitutionalized mental patient with an emphasis on cost 
control in most situations. The current version of the Nat­
ional Plan for the Mentally 111 identifies the "nonsystems" 
that have developed to fill the gaps left by the decrease 
in use of large mental hospitals (Talbott, 1981). The plan 
recognizes that the single largest provider of services for 
the chronically mentally ill has become the nursing home. 
It might be assumed that the placement of the mentally ill 
in nursing homes provides them with the same supervised care 
they would receive in the mental hospital. 
38 
Gare is not the same for the mental patient in nursing 
homes as in mental hospitals because nursing homes are fre­
quently understaffed and are lacking professional staff 
such as psychologists, psychiatric social workers and, reg­
istered nurses. Studies also indicate the frequency that 
medication is used in nursing homes to control behavior 
(Donaldson, 1984.; Zawadski et al., 1978). 
The number of nursing home beds used by patients being 
discharged from mental hospitals is large and mostly 
financed by Medicaid and Medicare funding. By 1974 
approximately 85,000 nursing home residents had been trans­
ferred directly from a mental hospital to a nursing home 
(Goldman et al., 1983). A large proportion of current nurs­
ing home residents would have been state and federal mental 
hospital patients before deinstitutionalization. 
For the older mental patient who does not qualify for 
state or federal funding, the picture is even more bleak. 
These indivdiuals tend to be socially isolated, unemploy­
able, and are left in situations to compete with the 
other dependent poor for services. Mollica (1983) reports 
that certain groups of lower class patients, such as the 
elderly and the chronically schizophrenic, received primary 
care as outpatients at low levels of intervention. These 
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patients are reported to be less likely to be accepted into 
psychotherapy and more likely to be treated with drugs 
(Williams et al., 1980). 
Because former mental patients lack supervision 
residing in independent living situations they frequently 
do not take medication as prescribed. Without supervised 
care or supportive psychotherapy, the individual rapidly 
becomes symptomatic. Problems arise when symptoms reappear 
and the individual's mental status disintergrates to a 
serious state before receiving attention. Then attention 
usually comes because the person's symptoms have become so 
severe that the behavior is noticed by law officers. Even 
then adequate treatment does not always occur immediately 
because of the nature of committment laws that require the 
person be clearly dangerous to self or others before being 
court ordered to obtain treatment. Although the symptoms 
may be severe and treatment is needed to prevent further 
disintergration it maybe difficult to prove the person is 
dangerous. The complexity of this situation has been dis­
cussed by many authors (Mollica, 1983; Stoneall, 1983; 
Talbott, 1981; Wing, 1981), but continues to be a problem 
for the deinstitutionalized mentally ill and those who 
provide services to them. 
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Delnstibubionalization is a complex process as the lit­
erature Indicates. New research demonstrates that the prob­
lems are great and outcomes not as positive aa indicated by 
earlier research. Methodological difficulties with many 
studies have limited their usefulness. 
The next section uses the preceding literature review 
for presenting a theoretical base for the research study. 
After discussing social breakdown theory, hypotheses for 
the study are outlined. 
Theoretical Framework 
Social breakdown syndrome 
Today it is clear that there is a biochemical basis to 
schizophrenia. Well controlled research studies (Andrea-
son, 1984; Henn and Nasrallah, 1982) have provided substan­
tial data that are close to demonstrating the precise cause 
of this puaaling mental disorder. Treatment with modern 
medications has made progress in limiting the florid symp­
toms of schizophrenia, such as hallucinations, delusions, 
and paranoia. Other symptoms are less responsive to treat­
ment, however, and many of the socially disabling character­
istics of the disease are considered behavioral reactions to 
specific environments (Wing and Brown, 1970). 
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The literature reviewed in the preceding sections 
indicates that although many severe symptoms decrease with 
age and treatment, a number of symptoms such as apathy, 
social withdrawal, and irritability may remain (Ciompi, 
1980; Muller, 19&3). Other studies indicate some response 
from activity and therapies directed toward stimulating 
interest, leading to an increase in spontaneity and social 
functioning (Beard et al., 1978; Kaiman et al., 1966). 
Schizophrenic individuals discharged from mental hos­
pitals may simply become lost in society without specific 
programs to assist them. Many are shifted to other insti­
tutional settings where they again become quiet and com­
placent with only occasional flare-ups of predominant 
symptoms (Goldman et al., 1983). Still others with ade­
quate mental health follow-up readjust to life outside of 
the institution and experience a higher level of function­
ing than they did in the institution (Okin et al., 1983). 
Explanations for the effect of environment on behav­
ior are not always clear. In the case of the mentally 
ill individual it has not been possible to demonstrate a 
cause and effect relationship between enviromental influ­
ences and unusual behavior. It is, however, a phenomena 
with which mental health workers and others close to the 
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patient are aware. This obaervatlon has led some observers 
to infer that part of the syndrome thought to be inherent in 
the psychotic process should be Identified as secondary 
(Gruenberg & Zusinan, 1964). 
The social breakdown theory was first conceptualized 
in the 1960s by the American Public Health Association. 
The theory has been broadened and defined by Gruenberg and 
Zusraan (1964). The premise of the theory is that many 
mental disorders are frequently accompanied by personality 
distortions which are associated with destruction of the 
person's social relationships. These reactions follow 
one of three patterns: withdrawal, anger and hostility, 
and a combination of the two. The definition of social 
breakdown theory is: 
A person removed from a familiar environment to another 
unknown social setting, particularly during a period of 
acute disturbance, is susceptible to influences that will 
change his behavior. He desperately searches for and re­
sponds to cues from the new environment indicating appro­
priate behavior in the strange situation. Thus, he tends 
to give up those social abilities which it is made clear 
to him he will no longer need. One who is isolated with 
males will no longer be concerned with making himself 
attractive to women. Without an occupation or a purpose, 
time becomes meaningless and he loses track of dates. 
The cues may be even more subtlej the presence of a 
locked door, indicating that he is expected to try to get 
away, or more obvious, the sight of other patients in 
hostile outbursts and bizaare behaviors (Gruenberg and 
Zusman, 1964» p. 707). 
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Thlg phenomenon may occur in a variety of settings 
and is not just a consequence of the environment of mental 
hospitals. Patients in mental hospitals differ only in an 
increased liklihood of aberant behavior in response to the 
institutional environment. The social breakdown syndrome is 
aeon in other hospitalized patient groups as well as among 
schizophrenics (Gruenberg & Zusman, I96/+). 
Literature on the well being of nursing home residents 
generally states that in active environments where residents 
have a choice regarding their placement, increased morale 
and social interaction is observed (Harel & Noelker, 1982; 
Chang 1978; Solon et al., 1977). In those institutions 
where programs may be absent, social withdrawal and irrita­
bility will occur. It is likely that signs of social break­
down syndrome reflected in lower levels of morale and activ­
ity would also be found. 
Because of the time most older schizophrenics have 
spent in institutions and the accompaning "burn-out" 
pheneomena (Bridges et al., 1978) it is expected that 
the schizophrenic institutionalized individual may show 
lower activity and morale levels than the non-schizophrenic 
institutionalized individual. It is also likely thab both 
institutionalized groups will have lower morale and activity 
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levels than schizophrenics residing in the community. 
Because of the Impact of the schizophrenic process, however, 
community schizophrenics will be expected to have lower 
levels of morale and activity than will healthy aged. 
Hypotheses 
Based on the literature review and using social break­
down theory as a conceptual framework the following hypothe­
ses are proposed; 
Chronicity of illness and institutionalization will 
result in lower morale and activity levels for insti­
tutionalized aged than for aged residing in the com­
munity. 
a. Institutionalized chronically ill schizophrenics 
will demonstrate lower morale and activity levels 
than chronically ill institutionalized non-schizo-
phrenics. 
b. Non-institutionalized schizophrenics will demon­
strate higher levels of morale and activity than 
institutionalized schizophrenics. 
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c. Non-111, non-infltitutlonalized community resi­
dents will demonstrate higher levels of morale and 
activity than non-institutionalized schizo­
phrenics . 
The next three sections report study data collected from 
four groups of aged individuals. Each section discusses a 
different aspect of the hypothesis focusing on study data 
and implications of the findings. 
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SECTION I. MORALE AND ACTIVITY IN LATER LIFE: 
IMPACT OF INSTITUTIONALIZATION 
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ABSTRACT 
The study reported here examines morale and activity 
levels among three subgroups of elderly veterans. Subjects 
were interviewed using the Philadelphia Geriatric Center 
Morale (PGGM) Scale, and the Activity Inventory. Social 
breakdown theory provides the tlieoretical framework for 
comparing morale and activity levels among institutionali7.ed 
groups of sohiaophrenio and non-mentally ill elderly. The 
analysis of variance is used to analyze data. Results 
Indicate that institutionalized non-mentally ill elderly 
had significantly lower morale levels than institutional­
ized schizophrenics. This result is explained by the 
effect of psychotropic medications and rehabilitation pro­
grams that have assisted chz^onic schizophrenics to adjust 
to the institutional life style. For the non-mentally ill 
elderly, adjustment to the institutional setting is more 
difficult because of the number of losses experienced in 
entering the institution. Although the non-mentally ill 
institutionalized group had a significantly lower self-
health rating than the other sub-groups, health was not 
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correlated with morale as has been reported in previous 
studies. Among the community elderly studied, morale and 
activity were within the expected limits for normal elderly 
outside of an institution. 
Key Words: morale, activity, schizophrenic, social 
breakdown, institutionalized. 
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MORALE AND ACTIVITY IN LATER LIFE: 
IMPACT OF INSTITUTIONALIZATION 
Many older people experience changes in social roles 
and status with advancing years. A number of factors affect 
the degree of change that occurs. Factors include, but are 
not limited to physical health, mental status, financial 
resources, and social supports. As age related changes 
occur, older people often experience loss of roles, status, 
and reference groups with accompanying feelings of decreased 
competence and self esteem (Kuypers & Bengston, 1973). In 
some individuals, changes are so great as to require the 
person to move to institutional care within a nursing home. 
Theoretical Framework 
A model used to explain feelings of decreased compe­
tence and self worth accompanying age related changes is 
social breakdown syndrome. This model was first concept­
ualized in a publication of the American Public Health 
Association (1961). It was used initially to explain the 
apathy, withdrawal, and loss of social abilities in insti­
tutionalized mental patients that were not explainable by 
their psychiatric diagnoses. It was extended by Gruenberg 
and Zusman (I964) to include similar behaviors in any insti­
tutional setting. Kuypers and Bengtson (1973) utilized 
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social breakdown syndrome to provide a model .for aging that 
is focused on expected psychological consequences to certain 
noxious social reorganizations in later life. 
Kuypers and Bengston (1973) suggested that three 
aspects of social system change: loss of normative guidance, 
shrinkage of roles, and lack of appropriate reference groups 
resulted in increased vulnerability to feelings of social 
incompetence in the older individual. The perceived 
decrease in social competence leads into the cycle of social 
breakdown. Social breakdown syndrome as it was originally 
conceived encompasses seven steps, which are as follows: 
1) pre-condition of susceptibility 
2) dependence on external labeling 
3) social labeling as incompetent 
4) induction into a sick or dependent role 
5) learning skills appropriate to new role 
6) atrophy of previous skills 
7) identification and self labeling as "sick" or inad­
equate (Kuypers fi Bengston, 1973, p. 187). 
As the cycle proceeds and the Individual is labeled by 
others as "old" or "sick", skills and behaviors conducive to 
the negative role are learned with concurrent atrophy of 
previous skills until the individual accepts the label of 
old or sick. A series of events are established leading to 
a generalized self view of incompetence, uselessness, and 
worthlessness. Finally there occurs the identification and 
self labeling as useless, sick and, inadequate (Kuypers 6 
Bengston, 1973). 
The major premise in social breakdown theory is that 
a person's worth as ascribed by others is a function of the 
demonstrated ability to perform in defined social roles 
(Kuypers & Bengston, 1973). Gruenberg and Zusraan (1964) in 
describing the application of social breakdown theory to 
institutionalized individuals state that these individuals 
lose Interest in surroundings and detach themselves from 
activities and ordinary social obligations with a destruc­
tion of the person's social relationships. 
The process of social breakdown theory in the elderly 
as described by Kuypers and Bengston (1973) is exaggerated 
in the institutional setting of the nursing home. In the 
institution the clues provided by the environment impart the 
message that inactivity and complacency are expected (Law-
ton, 1972). A number of studies (Harel, 1981; Harel & 
Noelker, 1982; Solon et al., 1977) document social deterior­
ation in institutionalized aged as reflected in inactivity, 
lethargy, and decreased feelings of self worth. By con­
trast studies of individuals in institutions with programs 
designed to encourage activity as a means of increasing self 
esteem and morale report institutionalized individuals main­
taining social functioning despite mental and physical ill­
nesses (Beard et al. 1978; Fawcett et al., 1980). 
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Study rationale 
Past research of the impact of institutionali/.ation 
presents a confusing picture, particularly of the role of 
Institutionalization regarding the aged mentally ill. In 
general, it is reported that some of the remaining symptoms 
of major mental illnesses are attributable to the effects 
of institutionalization (Wing, 1981). 
None of the studies, however, have examined both non-
institutionalized and institutionalized populations of men­
tally ill and non-mentally ill aged. The value in clarify­
ing the relationship of institutionalization to behavior of 
the aged is in providing information that will assist in 
programming within institutions and assist with decision 
making regarding placement of the older mental patient. 
Institutional care is costly and particularly costly are 
institutions that do more than provide custodial care. 
Placement of older mental patients must be made with consid­
eration for quality of care issues and cost factors. It 
is essential to have accurate data when making these 
decisions. 
Clinical observations suggest that certain behaviors 
such as complacency and inactivity seen in the institution­
alized mentally ill lead to the phenomena described by 
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psychiatric workers as "burn out" in the aged mental patient 
In this study, it was hypothesized that the impact of insti­
tutionalization would be reflected in levels of morale and 
activity and a group of institutionalized mentally ill would 
be significantly less active and have lower morale than non-
mentally ill elderly due to the long period of institution­
alization experienced. It was further hypothesized that 
healthy community elderly would have higher levels of morale 
and activity than the schizophrenic and non-mentally ill 
institutionalized elderly. 
Methodology 
The study was quasi-experimental and used an interview 
format to collect data on demographics, activity, and mor­
ale. Demographic information included age, marital status, 
number of children, and education. Included with the pers­
onal data was a self health rating and a question on number 
and types of medications. These variables were selected 
because they have been reported as significant in affecting 
morale and activity in aged populations (Fawcett et al., 
1980; Mancini & Quinn, 1981; Noelker & Harel, 1978). 
Data regarding activity were collected using the 
Activity Inventory developed by R. S. Cavan, E. W. Burgess, 
R. J. Ilavighurst, and H. Goldhammer (Graney, 1982). Morale 
5 5  
levels were measured using the revised Philadelphia Geri­
atric Center Morale (PGCM) Scale (Lawton, 1972). Both 
have been previously used in studies of elderly subjects and 
have established reliability and validity with institution­
alized groups (Graney, 1982; Lawton, 1972). The instru­
ments were administered in an interview format. 
Subjects 
All subjects were male veterans between the ages of 55 
and 75' Institutionalized subjects were chosen from the 
populations of two Veteran's Administration Nursing Home 
Care Units (VANHCU). The VANHGlJs were similar in structure, 
philosophy, and staffing. Both are located in small Mid­
western communities adjoining Veberan Administration Medical 
Centers (VAMC). The healthy elderly group was selected at 
a senior citizen center in the town where the schizophrenic 
group was institutionalized. All mentally ill participants 
were diagnosed as schizophrenic. The non-mentally ill 
institutionalized group included in the study were primarily 
victims of stroke, heart disease, and diabetes. Informed 
consent was obtained from all participants. Only subjects 
judged competent by their medical teams were Included. 
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Table 1. presents demographic and health related variables 
for the subjects in this study. 
Table 1. Demographic and health related variables for 
.all groups 
Demographics Group Group 2^ Group 3° 
Age 67.17 68.40 64.80 
Married 
Wid. or div. 
Single 
76.30% 
23.50% 
0.0 % 
40.20% 
39.80% 
20.00% 
3.20% 
42.90% 
54.80% 
No. children 2.4.0 2.80 
* 
0.70 
Yrs. education 10.12 10.32 11.32* 
Yrs. inst. 0.0 2.88 15.26* 
Health 2.41 1 .88 2.13 
Medications .82 3.12 2.48 
^Healthy elderly living in the community, N=17. 
^Non-mentally ill elderly living in an institution, N=25. 
^Schizophrenic elderly living in an institution, N=31. 
* 
2 <.05. 
2  < . 0 1 .  
2  < .001 .  
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Data analysia 
Analysis of variance (ANOVA) waa used to determine the 
differences between groups on the demographic and health 
related variables, morale score obtained from the PGCM 
scale, and the activity score measured by the Activity 
Inventory. Correlations were obtained between morale and 
activity and the variables of age, years in the institution, 
education, marital status, number of children, self-health 
rating, and number of medications. Correlations were also 
computed between items on the PGCM scale and the demographic 
and health related variables, as well as between items on 
the activity inventory and the demographic and health 
related variables. 
Results 
Overall moans for the Activity Inventory and PGCM 
scale are reported in Table 2 of all groups. 
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Table 2. Mean values on activity and morale levels for 
all groups 
Score Group 1^ Group 2^ Group 3° 
Activity 23.33**^ 9.04 10.93 
Morale 13.53*** 6.76 10.06 
^Healthy elderly living in a community, N=17. 
^Non-raentally ill elderly living in an institution, N=25. 
^Schizophrenic elderly living in an institution, N=31• 
* « # 
2  <.001 .  
On both the Activity Inventory and PGCM scale, the means of 
the healthy community elderly were similar to the means 
given by the test designers as being within normal limits. 
The normal mean for the Activity Inventory is 25.5 (Graney, 
1982) and the healthy elderly in this study scored 23.3. 
The normal mean for the PGCM scale is reported at 1^.3 
(Sauer & Warland, 1982). In this study the healthy 
elderly scored 13.7. Morale and activity levels for the 
healthy elderly were significantly higher (p <.001) than for 
the institutionalized populations. The institutionalized 
non-mentally ill group scored 6.76 on the measure of 
morale, which was significantly (p <.05) lower than the 
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institutionalized schizophrenics' score of 10.06. As seen 
in Table 3, morale results for the institutionalized groups 
were the opposite of those predicted. 
Table 3. Activity and morale score means for 
institutionalized groups 
Score Group 2^ Group 3^ F value 
Activity 9.04 10.93 10.62 
Morale 6.76 10.06 19.82 
^Non-mentally ill elderly living in an institution, N=25. 
^Schizophrenic elderly living in an institution, N=31. 
* 
£ <.05. 
The institutionalized non-mentally ill group scored 6.76 on 
the measure of morale, which was significantly (p <.05) 
lower than the institutionalized schizophrenics ' score of 
10.06.  
On the demographic and health related variables 
reported in Table 1 the only significant finding was that 
the community elderly reported themselves to be healthier 
than the institutionalized groups. There was no signif­
icant difference in self health rating or the number of 
medications between the two institutionalized populations. 
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None of the non-mentally ill institutionalized group was 
receiving neuroleptic medications. All of the schizophrenic 
group was receiving at least one neuroleptic medicine. 
The institutionalized schizophrenics had been living 
in an institution for the longest (p <.001) period of time 
and were less likely to be married and have children 
(p <.05) than the institutionalized non-mentally ill group. 
Schizophrenics in the nursing home were significantly 
(p <.05) better educated than the non-mentally ill elderly 
in the nursing home. 
Discussion 
It was hypothesized that the length of institutional­
ization experienced by the elderly schizophrenic would 
result in lower activity and morale levels for the insti­
tutionalized schizophrenics than for any of the other 
groups. Actually no difference was found between the two 
institutionalized groups on measure of activity. The morale 
levels for the institutionalized groups were the opposite of 
that predicted. The institutionalized non-mentally ill had 
lower morale than the institutionalized schizophrenics. 
Health is often reported as an important factor in ex­
plaining levels of morale among the aged (Mancini ft Qulnn, 
1981), but in this study there was no significant difference 
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between the health ratings for the two lnntltutlonall%ed 
groups, nor warn there a significant correlation between 
self-health rating and morale score for the instltutlonal-
l%ed populations. It might be expected that the presence of 
family would be likely to result in higher morale (Noelker 
& Harel, 1978); however, the institutlonallaed group with 
the lowest morale, the non-mentally ill, was most likely to 
to be married and to have children indicating that family 
was not a factor in increasing morale for this group. A 
similar finding was reported by Parmalee (1982). 
At first glance it may appear that social breakdown 
theory proposed as the theoretical base for lower activity 
and morale among institutionalized groups is not substan­
tiated. A closer look at the bv/o populations living in 
nursing homes will clarify the impact of institutional­
ization. The schizophrenic population had spent many years 
in an institution (mean = 15.26), but they had also benefit­
ed from institutional changes over tJie past years. Increas­
ed emphasis on rehabilitation and Improved medical manage­
ment have lessened the negative effets of institutions for 
the aged mental patient (Johnstone et al., 1981; Shore, 
1983). The non-mentally ill group in this study demonstrat­
ed an increase in negative behaviors, such as irritability 
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and Qooial withdrawal over time (Vogel, 1987). It ig poss­
ible that the lower morale level in the non-mentally ill 
group may be explained by the social system changes experi­
enced by the non-mentally ill group within tJie institution 
and identified by Kuypers and Bengston (1973) as leading 
into the cycle of social breakdown syndrome. Examples of 
social changes experienced by this group include loss of 
independence and control over daily life activities, as well 
as social isolation from family and friends. The schiao-
phrenic group has been able, over time, to adapt to insti­
tutional living (Bridges et al., 1978; Lawton, 1972) and, 
although not experiencing as high morale levels as their 
peers residing in the community have adjusted to their life 
within the nursing home whereas the non-mentally ill have 
not. 
Correlations between specific items on the PGOM scale 
and variables of age, years in the institution, and self 
health rating present a picture of the non-mentally ill 
subject as facing a bleaker life as he ages than he may 
have expected. A significant (p <.05) negative correlation 
was present between age and the statement, "As I get older 
things are worse than I expected". Significant negative 
correlations (p <.05) were also found between years in the 
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institution and the statements, "I am afraid much of the 
time" and "J. get mad more often than I used to". These 
results substantiate the premise of Gruenberg and Zusman 
(1964) that reactions to institutions characterized by 
social breakdown syndrome are reflected in patterns of 
withdrawal or anger or a combination of the two. 
Data presented here did not substantiate the hypothesis 
that the institutionalized schizophrenic would demonstrate 
lower morale and activity levels than the non-mentally ill 
institutionaliaed subject. In fact, the non-mentally ill 
institutionalised persons demonstrated lower morale. As the 
non-mentally ill subject aged and spent more time in the 
institution he was more likely to feel that life was worse 
than expected, was frightened, and frequently angry. 
These findings should not be generalized beyond a male 
veteran population, but do appear to have significance for 
this group in that the expected finding of low activity 
and morale in the schizophrenic group was not present. 
These data are important in making decisions regarding 
placement of older schizophrenics. Within the context of 
the institutional environment, the older schizophrenic has 
adapted and, despite long years in the institution, experi­
ences higher morale than a group of non-mentally ill elderly 
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in a similar institution. Although the cost of maintaining 
the schizophrenic in such an environment is high, data 
indicating a relatively good adjustment in terms of morale 
should be weighed before changes are made in the place­
ment for this group of mentally ill elderly. Although some 
older schizophrenics may do well in a community setting 
others would become ill and require more expensive hospital 
care to stabilize. The relatively high level of morale 
and adjustment within the institution can best be explained 
by changes in patterns of psychiatric care that have result­
ed in improved medical management and programming that 
encourages interest and involvement in reality oriented 
activities (Beard et al,, 1978; Wing, 1981). 
The identification of signs of social breakdown syn­
drome in the non-mentally ill elderly as reflected in low 
morale, fear, and anger indicate a need to carefully exam­
ine the life of the elderly in the nursing home. It is 
important to remember that many elderly in nursing homes 
may be capable of returning to live with families after 
a period of convalescence in a nursing home. It is impera­
tive then that they do not suffer further deterioration as 
a result of being in an institution. Specific programs 
aimed at rehabilitation rather than custodial care are 
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needed to prevent the non-inentally ill elderly from slipping 
into the cycle of social breakdown syndrome. Knyper and 
Bengston (1973) emphasi%e that the basis for social break­
down syndrome is the acceptance by the individual of the 
label of incompetence. Guidelines for breaking the cycle 
are found in ways that an individual defines competence. 
Two of the sources for defining competence are adaptative 
capacity and personal feelings of mastery and inner control 
(Kuypers & Bengston, 1973). 
Adapative capacity can be strengthened by the effort 
of caregivers to facilitate acceptance of chronic illness 
and eliminate dehumanizing institutional treatment. Both 
adapative capacity and personal feelings of mastery are 
enhanced in the environment where the individual is allowed 
choice and encouraged to make decisions (Chang, 1978). 
There is little that can be done to change the residual 
effects of most chronic illness experienced by the elderly, 
but within the nursing home setting a great deal can be 
done to encourage the view of the elderly resident that he 
is a competent individual (Vogel, in press). 
Summary 
Social breakdown syndrome is used as the theoretical 
framework to discuss results of a study of the impact of 
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institutionalization on morale and activity levels among 
three groups of elderly veteranB. The groups included both 
mentally ill and healthy aged, as well as community and 
institutionalized individuals. It was hypothesized tliat 
the institutionalized schiaophrenio would experience the 
lowest activity and morale levels. In fact, there was no 
difference between activity levels among the institutional­
ized schizophrenics and the non-mentally ill nursing home 
residents. Morale levels were significantly lower for the 
non-mentally ill than for the schizophrenics in the nursing 
home setting. The non-mentally ill elderly were found to 
feel life was getting worse with age and with more years in 
the institution to be more frightened and more angry. These 
findings indicate that signs of social breakdown syndrome 
are present in the non-mentally ill institutionalized 
elderly. It is suggested that the relatively good adjust­
ment of the institutionalized schizophrenics should be 
carefully considered when decision are being made regarding 
the placement of the older schizophrenic. 
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ABSTRACT 
In this paper, the differences in activity and morale 
levels between institutionalized schiziophrenics and schizo­
phrenics residing in a community were studied. Fifty-eight 
male veterans were interviewed using the Philadelphia Geri­
atric Center Morale Scale and the Activity Inventory. Com­
parisons were made using analysis of variance and regress­
ions. The community schiaophrenics had significantly higher 
morale and activity levels than did schizophrenics in the 
Institution. A surprising finding was the negative correl­
ation between the number of children and morale levels for 
both groups of schizophrenics. It is speculated that the 
schizophrenics with children have become alienated from 
their children due to their illness and, this is a source 
of increasing sadness for them. A positive relationship 
was found between activity levels and education for both 
groups. This study substantiated other research in which 
it was reported that schizophrenics living in communities 
are well adjusted. The finding of the negative relation­
ship between number of children and morale levels needs 
further research. 
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QUALITY OF LIFE: A COMPARISON OF FACTORS RELATING TO 
ACTIVITY AND MORALE LEVELS AMONG INSTITUTIONALIZED 
AND DEINSTITUTIONALIZED SCHIZOPHRENICS 
With the advent of psychotropic medication and the 
social reform movement directed toward the mentally ill in 
the 1960S, major changes ocurred in the care that is 
available for the severely mentally ill. Extensive discus­
sions of deinstitutionalization continues and remains a 
controversial issue with the pendulum beginning to swing 
back toward the value of institutional care for the severe­
ly mentally ill (Goldman et al., 1983; Shore, 1983). 
Approximately 44% of individuals now residing in nursing 
homes are former mental patients (Goldman et al., 1983), 
indicating that in many cases the older mental patient has 
been re-institutionalized. Institutionalization in some 
nursing homes is actually more similar to care provided for 
the chronic mental patient in hospitals than the lay public 
may realize. In nursing homes as well as in hospitals, 
medication needs are stabilized and structured programs of 
activity and enviroraental modification reduce incidents of 
psychotic symptoms such as delusions and hallucinations 
(Beard et al., 1978). It is not at all clear if the quality 
of life experienced by the older schizophrenic outside of 
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an institution is superior to that of the sohiaophrenio 
residing in the nursing home (Malm et al., 1981). 
It is clear, however, that changes in the schizophrenic 
process occurring with age, as well as improved psychiatric 
care have made it possible for many older schizophrenics to 
live in less restrictive settings and in some instances to 
be returned to community living. Living in the community 
becomes possible because of a decrease in the florid symp­
toms of schizophrenia with age (Bleuler, 1978; Ciompi, 
1980). Although a reduction in symptoms does not occur for 
all older schizophrenics, many older mental patients, mostly 
schizophrenics have been discharged in large numbers from 
hospitals to other living situations. 
The criteria for selecting a discharge setting have 
often been difficult to determine. In many situations, 
there are few clinical differences between those individ­
uals who are reinstitutionalized in a nursing home setting 
and those who are discharged to a family care home or inde­
pendent living (lloff et al., 1983). In some studies, no 
significant socio-demographic or clinical differences are 
reported among patients living in various settings (Gold­
stein & Gaton, 1983). Housing placements are often based 
on availability of housing and financial resources rather 
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than the appropriateness of the housing for the clinioal 
condition (Caton ft Goldstein, 1984). 
In addition to concerns about housing appropriateness, 
questions frequently arise about the quality of life 
for the patient discharged from a psychiatric hospital (Malm 
et al., 1981; Okin et al., 1983). Now that the feasibility 
of discharging chronioally mentally ill patients from hos­
pitals is established (Engelhardt et al., 1982), it is time 
for an evaluation of the quality of life being experienced 
by the deinstibutionaliaed mental patient. Malm et al. 
(1981) maintain that "a wide range of factors in the materi­
al and social environment, together wib)i subjective experi­
ence, contribute to the overall quality of life" (p. 478). 
A comprehensive view of the quality of life requires an 
assessment of subjective measures such as morale and objec­
tive measures of activities and interests. 
In this paper, the differences in activity levels and 
morale between schizophrenics Institutionalized in a nursing 
home and schizophrenics residing in family care homes and 
independent living are evaluated. Additional comparisons 
are made between demographic and health related variables 
of age, years in the institution, marital status, number of 
children, education, self-health rating, and number of 
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niodlcationa as they relate to activity and morale scores. 
The demographic and health related variables were selected 
because of other studies (Malm et al., 1981; Okin et al., 
1983) that have documented the relationship of these vari­
ables to measures of quality of life among deinstitutional-
aliaed schizophrenics. 
Research Methodology 
All individuals included in this study were male vet­
erans age 55 or older with a primary diagnosis of schizo­
phrenia. Each subject had long and often multiple hospital­
izations for the treatment of schizophrenia. At the time 
of the study all subjects were receiving psychotropic medi­
cations. The setting for the study was a small, rural, 
Mid-western community which is the site of a Veteran's 
Administration Medical Center (VAMG). The medical center 
includes a 200 bed nursing homo care unit (NUGU) along with 
a psychiatric hospital. Institutionalized subjects were 
residents of the NflClJ while the deinstitutionalized subjects 
were on the out-patient rolls of the VAMC. De-institution-
alized subjects resided in family care homes or were living 
independently. 
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The total number of subjeota waa 59 with 31 subjects 
in the institutionalized group and the remaining 28 as 
out patients. Little difference was noted in patient rec­
ords regarding the clinical condition of those residing in 
the NHGIJ and those living in the community. This is con­
sistent with the findings of Galion et al. (198/+) who report 
no significant clinical differences among patients living in 
different types of settings. In this study, schizophrenics 
living in the NHGIJ were generally service connected for 
tlieir psychiatric condition, wliich means that the onset of 
their illness had occurred while they were in military 
service. The service connected status gave them preference 
for admission to the NHCU. 
Among the group residing in the community about one-
half were living independently while the other one-half 
resided in family care homes. There were not any substan­
tial clinical factors in the community schizophrenics that 
had determined placement. Placement had Instead, been 
determined by the cost of the available housing or the 
preference of the subject for a particular living arrange­
ment. For demographic and health related variables the 
significant differences between the deinstitutionallBed and 
institutionalized groups was in years in the instibution 
77 
and number of children. The currently institutionalized 
group had spent significantly (p <.001) more years in the 
institution. The deinstitutionalized schizophrenics had 
significantly more children (p <.0$). Table 1 presents 
mean values for demographic and health related variables 
for both groups. 
Table 1. Mean values of demographic and health related 
variables for groups of institutionalized and 
deinstitutionalized schizophrenics 
Variables 
Age 
No. children 
Yrs. education 
Yrs. inatitu. 
Self health 
No. meds. 
Group 1^ 
6/+. 80 
0.71 
11 .32  
15.26 
2.13 
2 .48  
Group 2^ 
63.40 
1.17 
11.11 
11 .50 
2 .50  
2.64 
^'Institutionalized schizophrenics, N=31. 
^Deinstitutionalized schizophrenics, N=28. 
w ja <.05. 
H It 
£ <.001. 
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Method 
Two instruments were used to measure activity and mor­
ale levels in the sample, the Revised Philadelphia Geriatric 
Center Morale (PGCM) Scale (Lawton, 1975) and the Activity 
Inventory designed by Gavan, Burgess, Havighurst, and Gold-
hammer (Graney, 1982). These instruments were chosen for 
their established reliability and validity with older indi­
viduals. Variables being measured were morale, determined 
by the total morale score obtained on the PGCM scale and 
activity, measured by the overall activity score on the 
Activity Inventory. Demographic and health related data 
were obtained on a data sheet. Current medication infor­
mation was collected on all subjects. The Instruments were 
administered verbally by the investigator to eliminate any 
problems in comprehension or reading ability. Informed 
consent was obtained from all participants. 
Analysis 
Data were analyzed using Pearson's product moment 
correlation and analysis of variance. The correlations 
were determined on the relationship of demographic vari­
ables to the overall activity and morale score. Correl­
ations between demographic and health related variables 
and the activity score measured by the Activity Inventory, 
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as well as the morale score determined by the PGGM scale 
were performed. Further correlations were performed between 
the demographic and health related variables and items on 
the PGGM scale and the Activity Inventory. This set was 
done because specific questions on the morale scale, such 
as, "I sometimes think life is not worth living," might be 
expected to be correlated with some of the demographic and 
health related variables. It was expected that some items 
in the Activity Inventory, such as attendance at religious 
services or items related to friends and family would be 
correlated with demographic and health related variables. 
Study Results 
The analysis of variance results on levels of activity 
and morale among the two groups of schizophrenics supported 
the original hypothesis. The deinstitutionalized group of 
schizophrenics had significantly more activity and higher 
morale than did the institutionalized schizophrenics. Mean 
scores and F values are reported in Table 2. 
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Table 2. ANOVA values on activity and morale for groups 
of deinstitutionalized and institutionalized 
schizophrenics 
Measure Group mean Group 2 mean F value 
Morale 10.06 
Activity 10.93 
13.1.4 
20.36 
1 8 . 5 6  
47.31 
Wit 
^Institutionalized schizophrenics, N=31. 
^^Deinstitutionalized schizophrenics, N=28. 
2 <.05. 
£ <.01.  
Institutionalized schizophrenics 
The correlation examined the relationship between 
selected demographic and health related variables and items 
that are part of the PGCM scale and Activity Inventory. 
Significant correlations between items on the PGCM scale and 
demographic and health related data for the institutional­
ized schizophrenics are presented in Table 3. Correlations 
between items on the Activity Inventory and demographic and 
health related variables for Group 1 are in Table 4-. 
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Table 3» Relationahips between PGCM scale items and 
selected demographic and health related variables 
for institutionalized schizophrenics 
PGCM Scale 
Question Age Yrs. inst. Child. Health 
I sometimes % 
worry -.Z+S 
I am afraid -.39* 
* 
Take things 
hard -.4-6 
Get better as 
I get older .36 
Better than I 
thought .4.0 .33 
Satisfied .46** 
Morale -.42* 
If 
2 <.05. 
£ <.01.  
£ <.001. 
Only the number of children was significantly cor­
related (p <.05) with the overall morale score and this was 
a negative correlation (r=-.42). Several other individual 
items were negatively correlated with the number of children 
at a significant level (p <.05). These items were worry 
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(r=-.48), fear (r=--.39), and taking things hard (r=-./+6). 
Health status was significantly (p <.05) correlated with 
items indicating life was better than expected with age. 
Age correlated positively (r=.46) with satisfaction 
and may be a reflection of the diminution of psychotic symp­
toms with age that often occurs in schizophrenia (Ciompi, 
1980). A reduction in hallucinations and delusions would 
be likely to contribute to increased feelings of satis­
faction in the life of the schizophrenic. 
Years in the institution correlated positively (r=./iO) 
with the statement, "As I get older things are better than I 
thought they would be". The relationship appears to be a 
reflection of a decrease in pathology with advanced years. 
It may also be explained in part by changes in institutional 
care due to a trend toward the least restrictive settings 
and an emphasis on individual rights that have led to more 
humane atmospheres in institutions. 
The Activity Inventory results also yielded some 
significant correlations among institutionalized schizo­
phrenics as seen in Table -4» 
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Table l\.. Relationships between Activity Inventory items 
and selected demographic and health related 
variables among institutionalized schizophrenics 
Activity items Age Yrs. Inst. Ed. Health 
Reading .^2** 
Organisa bions -.37 ./+? 
Attend church .38* 
See friends .66*** 
Physical ills -.35^^ 
-ïf 
Days in bed .50 
Activity score .38* 
* £ <.05. 
£ <.01. 
£ <.001. 
The overall activity score was significantly correlated 
with level of education (r=.38) and health (r=.45). Level 
of education was significantly related to several specific 
activities such as reading (r=.-42), membership in organi­
zations {r=./^.'7)^ and attendance at religious services. 
Thus, despite institutionalization and long term illness, 
Intellectual skills and inberests do remain intact for the 
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institutionalized achizophrenic. Activity levels and inter­
ests were higher for schizophrenics with more education than 
for schizophrenics who had less education, and the interests 
were likely to carry through to old age for the well educat­
ed schizophrenic (Hall et al., 1972). 
Health correlated strongly (p <.01) (r=.45) with 
activity level and with the item, "seeing friends as much or 
more than at age 50" (r.=.66). The ability to see friends 
is important for the institutionalized schizophrenic because 
it is unlikely that they will have family members with whom 
to interact and because of the need of the older schizo­
phrenic who is institutionalized to combat social isolation. 
Deinstitutionalized schizophrenics 
Morale scores for the deinstitutionalized schizophren­
ics (group 2) were significantly correlated (p <.05) with 
health (r=.45), number of children (r=-.40), and number of 
medications (r=-.36). 
85 
Table 5» Relationship of PGGM scale items to selected 
demographic and health related variables among 
deinstitutionalized schizophrenics 
PGGM Scale No. of No. of 
Questions Ago Child. fid. Health Meds. 
* 
£ <.05. 
£ <.01. 
£ <.001. 
Worry .50** .48** 
Afraid .35* 
Upset easily .39* 
Gets better as I 
get older .33 .4S -.35 
Get older less 
useful -.Z+O .50 
Life is not „ * 
worth living -.39 -.41 -.37 -.42 
Morale -.40* .45^^ -.36* 
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Other studies have also observed a relationship between 
morale and health for the aged in the general population 
(Mancini & Quinn, 1981). In a group of schizophrenics a 
positive relationship between health and morale may also be 
interpreted as a sign of remission of schizophrenic symp­
toms. Another health related variable, number of medi­
cations, and morale score were negatively correlated 
(r=-.36). The negative correlation between number of medi­
cations and morale may seem puzzling unless it is recog­
nized that psychotropic medications not only control 
psychotic symptoms but also dull responses and may contrib­
ute to a lack of enthusiasm for life (Bernstein, 1978). 
As was observed in Group 1, a negative relationship 
was found between morale and number of children (r.=-.40) 
in Group 2. This finding will be discussed further in the 
mext section. 
A clinically significant finding was the relationships 
between certain demographic and health related variables and 
the statement, "I sometimes feel that life is not worth 
living". Significant (p <.05) negative correlations existed 
between the statement, "I sometimes feel that life is not 
worth living" and the following four variables: age (-.39)» 
number of children (r=-.41), education (r=-.37), and number 
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of medications (r=-..36). This finding indicates that the 
older schizophrenic who has children, is educated, and is 
on medications is less likely to consider life as not worth 
living. An effort was made to determine statistically, 
by use of regression, which of the variables most influenced 
the feeling that life was not worth living. It was assumed 
that age would be an important factor since it is known that 
some symptoms of schizophrenia become less with age (Ciompi, 
1980). The association of age on agreement with the state­
ment that life is not worth living, however, cannot be dif­
ferentiated statistically from the effects of the variables 
of education, number of children, and medications. When age 
is controlled for any of the other variables the coefficient 
of determination is no longer significantly different from 
zero. 
Age was strongly (p <.01) correlated with activity 
as measured by the Activity Inventory (r.=.38). The signif­
icant correlations between demographic and health related 
variables and activities for Group 2, schizophrenics living 
in the community, are reported in Table 6. 
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Table 6. Relationahips of Activity Inventory items to 
selected demographic and health related variables 
among deinstitutionalized schizophrenics 
Activity Items Age Yrs inat. Child. Ed. 
Free time activity 
Organizations 
Meetings 
Attend church 
Ï.V. or radio church 
Live with family 
See family often 
See friends often 
Illness 
Enough money 
./+3 
.39* 
.39* 
.41' 
.45 
. 41  
.43 
.42 
.41* .40* 
-.37 
.38* 
2 <.05 
Other demographic variables that were correlated with 
the activity score included years in the institution, number 
of children, and education. For Group 2, age was signifi­
cantly (p <.05) correlated with a number of activities 
including use of free time (r.=.43), number of organizations 
(r=.39), meetings attended (r=.34)> and attendance at 
religious services (r.=.39). The correlations reported here 
between activity and age indicate the older schizophrenic 
veteran in this study has adjusted to community living. 
This finding is in agreement with the research of Hyer eb 
al. (1983 who studied schizophrenic veterans and discovered 
older veterans were better adjusted to community life than 
younger veterans. The ability to function in a normal 
manner as part of the community is probably related to the 
decrease in symptomatology that accompanies aging for many 
schizophrenics (Engelhardt et al., 1982). 
In summary, the deinstitutionalized group of schizo­
phrenics had significantly higher morale and greater levels 
of activity than did institutionalized schizophrenics. For 
both groups morale was negatively correlated with number of 
children. Among the institutionalized schizophrenics activ­
ity was positively correlated with education and health. 
There were no significant correlations between demographic 
and health related variables and activity score for the 
community schizophrenics. 
Discussion 
As anticipated the morale and activity levels of the 
deinstitutionalized schizophrenics were significantly higher 
than the institutionalized group, although the mean morale 
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score for both groups was within the average range for 
morale recommended by M. P. Lawton, who developed the scale 
(Bauer & Warland, 1982). The mean activity score for the 
deinstitutionalized group was also within the expected range 
for older adults (Graney, 1982). 
Although the level of morale and activity for the group 
of schiBophrenics living in the community was higher than 
for the Institutionalized schizophrenic, it cannot be assum­
ed that the community based schizophrenics experienced a 
better quality of life than the institutionalized schizo­
phrenics. Several items on the quality of life checklist 
for mental patients (Malm et al., 1981) are addressed in 
this study: use of leisure time, recreational interests, 
religion, and relationships. Some studies (Caton & Gold­
stein, 1984; Sweeney et al., 1982) have reported that 
schizophrenics living in the community are a disenfranchised 
group experiencing a low life quality. The results of this 
study are different. In general, the older schizophrenic 
living in the community has high morale, is involved in a 
variety of recreational and leisure time activities, and is 
a participant in religious services. The difference in this 
group and schizophrenics residing in communities reported on 
in other studies may be related to the rural setting which, 
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unlike urban areas (Sweeney eb al., 1982), provides a more 
protective environment for the mentally ill, due to the 
lower crime rate and opportunities for adequate housing. 
Another factor may be the veteran status of the subjects 
which insured a certain level of medical care without cost 
and, for many, some income from a government provided 
pension. TJio medical care contributed to controlling the 
schizophrenic illness and the income provided enough money 
for an adequate standard of living in a rural community. 
The negative correlation between the number of children 
and morale for bobh groups of schizophrenics appears to be a 
unique clinical finding. Any explanation is speculative 
without further investigation, but considering the effecb of 
the schizophrenic process on normal life events, there is a 
possible rationale. Among the total group of schizophrenics 
56% had been married, but of those married 61% were now 
divorced. Being divorced and socially isolated as a resuJ.t 
of their illness (Mollica, 1983), subjects may have become 
alienated from their children. Most studies of outcomes of 
schizophrenia have examined the effect of marital status, 
but have not studied the effect of children on the outcome 
of the illness. Only one study (Malm et al., 1981) consid­
ered the relationship of children to the quality of life for 
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schizophrenics. For most subjects in the study by Malm et 
al. (1981) children were not relevant. It is possible that 
for the schizophrenic who has children, but no longer has 
contact with them, the lack of the relationnhip has become a 
source of lower morale. 
Summary 
The results indicate that male schisophrenic veteran 
out-patients score higher than a sample of institutionalized 
schizophrenics on morale and activity, a finding that is 
substantiated in other studies (Engelhardt et al., 1982; 
Okin et al., 1983). It is important to note that the 
in-patient schizophrenics scored within the normal limits on 
the morale score. Ameloriation of the schizophrenic proc­
ess with age may be a factor in the high level of the mor­
ale score. 
Of clinical value is the finding of a significant 
negative relationship between morale and number of chil­
dren for all subjects. The impact on schizophrenics of 
being a parent has not been explored in studies of outcomes 
among schizophrenics. Further investigation into this as­
pect of the schizophrenic's social supports would be help­
ful to those involved in providing care to schizophrenics. 
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The high level of involvement in activities and morale 
level found among the community group of schizophrenics 
contrasted with findings of studies of older community 
schizophrenics in urban areas. It would be valuable to 
repeat the study in an urban area to control for the impact 
of the rural setting and medical care provided by the 
Veteran's Administration. 
Among the group of institutionalized schizophrenics, 
it is important to observe that no correlation was found 
between years in the institution, activity, and morale 
scores. For the group of schizophrenics the morale and 
activity level of those spending more time in the insti-
titution was not significantly affected by length of time 
spent in the institution. Institutionalized schizophrenics 
with more education and better health reported higher morale 
than did those with less education and who felt less 
healthy. In terms of planning for the institutionalized 
schizophrenic, emphasis needs to be placed on programs that 
utilize the educational background of the schizophrenic and 
maintain general health, such as those that emphasize 
involvement with other age groups (Solon et al., 1977) or 
interests (Beard et al., 1978). 
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Research that examines factors contributing to quality 
of life issues such as activities, social supports, and sat­
isfaction with life should be encouraged. Based on the 
findings reported here, investigation into the role of chil­
dren in the life of the older schizophrenic is indicated. 
There is also a need to explore the difference in the life 
of schiaophrenics residing in rural and urban communities. 
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ABSTRACT 
The atudy reported here utilizes Levrln's (1951) 
concept of person-environment congruence to examine the 
adjustment of two sub-groups of elderly male veterans to 
a nursing home environment. One group are non-mentally 
111 frail elderly and the other group are schizophrenics 
with a long history of institutionalization. The NOSIE-30 
is used to measure behaviors in the nursing home environ­
ment. It is hypothesized that the frail elderly would 
score lower because of less person-environment congruence. 
The schizophrenic group, however, scored lower in overall 
patient assets than did the frail elderly group. Gorrela-
ions demonstrated that for the frail elderly negative behav­
iors increased when more time was spent in the institution. 
Recommendations are made for programing to prevent regres­
sion for both groups within the nursing home environment. 
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THE ROLE OF INSTITUTIONALIZATION AMONG 
NURSING HOME POPULATIONS 
Although there are an increasing number of older people 
in our population only a small percentage live in insti­
tutions. Nevertheless the demands for care for that insti­
tutionalized group are extensive. These demands are partic­
ularly great for the services of nursing personnel working 
in institutions because the availability of other profess­
ional staff such as psychologists, social workers, and 
activity therapists is either limited or non-existent. 
Nursing has been very active in developing programs for care 
of the institutionalized aged (Burnside, 1980; Vogel, 1982). 
The need for nursing interventions to provide quality care 
for older Americans in institutions will continue as the 
number of elderly needing such services increases. To be 
able to provide quality nursing care to the aged in nursing 
homes requires a knowledge of what the older person is 
experiencing in the nursing home and how the person is 
affected by these experiences at this stage of life. 
The research reported in this paper seeks to identify 
the positive and negative factors associated with insti­
tutionalization among the two populations of elderly most 
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often found in nursing homes, the frail elderly and the men­
tally ill and to determine predictors of behavior witliin the 
nursing home environment. It is hypothesized that the frail 
elderly will display a greater negative impact of insti­
tutionalization than will the mentally ill group. The basis 
for this hypothesis is found in previous research among 
schizophrenics (Bridges et al., 1978; Lawton, 1972) that has 
discovered an adjustment process within the schizophrenic 
live style that allows the individual bo adapt to insti­
tutional living over a period of time. 
Theoretical Framework 
Controversy exists regarding the effect of institution­
alization on the aged. Some (Fawcett et al., 1980; Wolk & 
Tellen, 1976) have argued that Institutionalization nega­
tively affects older adults, resulting in low satisfaction, 
boredom, and feelings of loss of control. Other studies 
(Harel 6 Noelker, 1982; Smith & Bengston, 1979) have found 
positive consequences of institutionalization in improved 
family relationships, social intergration, and higher 
morale. 
It has also been argued (Noelker & Harel, 1978) that 
congruence between the person and the environment is a fac­
tor in adjustment to institutional living. The concept of 
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per'son-environment congruence ia based on the theoretical 
work of Kurt Lewin (1951). Lewin arqued that behavior 
depends upon the state of the person and the environment, 
to understand or predict behavior, the person and environ­
ment are considered together as the life space (Lewin, 
1951)» Lewin emphasizes that to understand behavior in 
the context of life space, social and physical conditions 
must be seen as factors which limit the variety of life 
spaces available. The social aspect is at least as import­
ant as the physical aspect and general characteristics of 
the environment such as atmosphere and amount of freedom 
must be taken into account when evaluating behavior in the 
context of life space. Utilizing Lewin's framework, it is 
proposed in this study that the mentally ill older person 
who has spent many years in a confining institutional envi­
ronment (Wing, 1981) will feel more congruent with the nurs­
ing home environment and will demonstrate a more positive 
adjustment than will the frail elderly. Experience prior to 
nursing home confinement such as life with family, work, 
and social activities as a prominent part of their life 
space differentiate the frail elderly from the mentally ill. 
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Frail elderly 
Many elderly reaide in nursing homes because they are 
no longer able to live independently or with their families. 
They are in poorer health than elderly living in an indepen­
dent setting (Wolk & Telleen, 1976) and often have less 
financial support, as well as fewer social supports (Donald­
son, 198/+). An increase in loss of function and social 
deterioration is associated with enterance into a nursing 
home and increasing age (Donaldson, 198/+). Individual 
change when it occurs among nursing home elderly is usually 
in the direction of further deterioration increasing the 
needs for a higher skill level of nursing care (Donaldson, 
1984)• Information on nursing home occupancy and the turn­
over rate in nursing homes suggests that one of five elderly 
persons will spend some time in a nursing home during their 
lifetimes (Chang, 1978). It may be anticipated as the num­
ber of elderly in the population increases the frail elderly 
may require more nursing home care. 
The mentally ill 
A major change that has occurred in the population of 
aged residing in nursing homes is the influx of individuals 
who have spent many years in psychiatric institutions. With 
the onset of the deinstitutionalization movement, the large 
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psychiatric hospitals discharged individuals who had no fam­
ilies and were unable to live independently. Because of the 
limited number of other resources such as family care homes 
or halfway houses, many of these individuals were placed in 
nursing homes. The National Plan for the Mentally 111 
(Talbott, 1981) states that of the 1.3 million nursing home 
residents, 31% suffer from organic mental syndrome while 27% 
have primary mental illness such as schizophrenia. 
These two groups, the frail elderly and the mentally 
ill are now a substantial number of the nursing home resi­
dents in this country. For nurses providing care in nursing 
homes the identification of the predominant characteristics 
of members of these groups will facilitate provision of 
quality nursing care. 
Methodology 
The study reported here is part of a larger project 
undertaken to examine differences between aged institution­
alized schizophrenics and other groups of aged individuals. 
The focus in this paper is on two groups of institutional­
ized aged, the mentally ill and the frail elderly. The 
mentally ill are a group of schizophrenic male veterans. 
The two groups were studied for differences in observable 
behavior within the institutional environment. The two 
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groups were compared on measures of positive behaviors, 
such as competence, neatness, and Interests. They were 
also compared on measures of negative behaviors, such as 
irritability, psychosis, and social retardation. 
Sample 
All subjects were male veterans institutionalized in 
Veteran's Administration Nursing Home Care Units (NHCU) who 
were between the ages of 55 and 75 (N=56). Subjects in 
Group A (N=31) were diagnosed as schizophrenic and Jiad 
spent a minimum of one year in the nursing home setting. 
All had multiple hospitalizations in psychiatric hospitals. 
Group B (N=25) consisted of males who had resided in a nurs­
ing home for at least one year and were diagnosed as having 
one or more medical conditions including stroke, diabetes, 
arthritis, and heart disease. None of the subjects in Group 
B were diagnosed as having either a functional or organic 
mental illness. All subjects were rated as competent by 
their physicians. Informed consent was obtained from all 
participants in both groups. The two groups were housed in 
Veteran's Administration Medical Centers in rural commun­
ities. The nursing home units were similar in physical 
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structure, staffing, and philosophy of care. Socio-derao-
graphic and health information for the two groups are pre­
sented in Table 1. 
Table 1. Selected socio-demographic characteristics of 
frail elderly and schizophrenic elderly in VA 
nursing homes 
Characteristics Group A^ Group 
Age 64.8 68.4 
Married 3.2% 40.2% 
Wid. or div. 42.9% 39.8% 
Single 54.8% 20.0% 
No. Children .71 2.8"" 
Yrs. Educ. 11.32 10.32 
Yrs. Inst. 15.26 2.88 
Health rating 2.13 
00 CO 
Medications 2.48 3.12 
^Institutionalized schizophrenics, N=31. 
^Institutionalized non-raentally ill elderly. N=25. 
2 <.01. 
M* •<'" 
£ <.001. 
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The two groups were similar on age and educational 
level. The frail elderly were more likely to be married 
and have children. They had spent significantly less time 
in an institution (F=30.25 p <.001), had significantly 
poorer health (F=3.91 p <.05), and took significantly more 
medications (F=6.81 p <.01). Schizophrenic subjects were 
all receiving at least one psychotropic medication. None 
of the frail elderly were receiving anti-psychotic or. 
anti-depressant medications. 
Method 
The Nurses' Observation Scale for Inpatient Evaluation 
(NOSIE-30) (Honigfeldt & Klett, 1965) was used as the 
measurement tool. This 30 item scale was completed by ward 
nurses based on a three day observation period. Discrete 
items of observable behavior were rated for frequency of 
occurrence yielding six factor scores for each subject. 
Positive factors measured by the NOSIE include social com­
petence, defined as the ability to follow hospital routine; 
social interests or responsiviness to social environment; 
and personal neatness. Negative factors measured by the 
NOSIE are irritability, social retardation, and manifest 
psychosis, defined as bizzare behavior and overt signs of 
hallucinatory experiences. A composite score, total patient 
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assets, is computed from the positive and negative scores. 
Data were analyzed using an ANOVA to compare the two 
groups on the N0SIE~30 factors. Correlations were deter­
mined for subjects on the relationship of factor scores to 
demographic variables. Multiple regressions were completed 
to identify the extent to which age, years in the insti­
tution, self-healbh rating, and number of medications pre­
dicted factor scores. Tlie demographic and health related 
variables were selected because previous studies (Chang, 
1978; Donaldson, 1984.) have indicated a relationship between 
the variables and institutional behavior. 
Data results 
The results of the analysis of variance on the total 
patient assets score did not support the original hypothesis 
that the frail elderly would show a greater negative impact 
of institutionalization than the mentally ill group. The 
total patient assets score was significantly higher (F=9.58 
p<.01) for the frail elderly group than for the mentally 
ill, which means the frail elderly maintained more total 
assets than the mentally ill group. In addition, the total 
negative score was significantly higher (F=22.71 p<.00l) for 
the mentally ill group than for the frail elderly group. 
ANOVA results for the two groups are reported in Table 2. 
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Table 2. ANOVA for NOSIE-30 comparing schizophrenics and 
non-mentally ill institutionalized aged 
NOSIE-30 factors Group A^ mean Group mean F 
Competence 2/|. .65 25.70 
Interests 21 .74 23.41 
Neatness 19 .03 24.46** 8.35 
Total positive 65 .74 73.48** 9.58 
Irritability 12 .32** 7.19 9.28 
Psychosis 10 .26*** 1.70 49.23 
Retardation 7 . 26 10.81** 12.21 
Total negative 30 .16** 19.70 22.71 
Total assets 132 .16 148.67** 9.58 
^Insbitutionalized schizophrenics, N=31 • 
^Institutionalized non-mentally ill elderly, N=25. 
£ <.01 .  
*** £ <.001. 
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The overall positive score was significantly higher for 
the frail elderly than for the mentally ill group. This was 
accounted for by the significantly higher personal neatness 
score for the frail elderly group. There was no significant 
difference between the two groups on measures of social com­
petence and interests. 
The overall negative score was significantly higher for 
the schizophrenic group due primarily, to the much greater 
(.F=/|.9.23 p <.001 ) difference on the psychosis factor. It is 
worthwhile to note, however, that on the factor of social 
retardation the frail elderly group was significantly more 
withdrawn than the mentally ill group (F=12.21 p <.01). 
The data were next examined for each group to identify 
correlations for the demographic data and factor scores on 
the NOSIE-30. Significant correlations were further 
analyzed through multivariate regression to isolate predict­
ors of factor scores. 
Among the mentally ill group only one significant cor­
relation was found between demographic variables and factor 
scores; years of education and interests (r==.4-09 p <.01 ). 
Important for the mentally ill group was the lack of signif­
icant correlation between years in the institution and 
factor scores on the NOSIE-30, or between years in the 
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institution and total patient assets. The results indicate 
that institutionalization for the mentally ill group did not 
correlate with social competence, Interests, or neatness. 
Neither did the negative factors of irritability, psychosis, 
or social withdrawal show a significant relationship with 
years in the institution. 
Correlations for the frail elderly group were found in 
two important areas, health and years institutionalized. 
Significant correlations for the frail elderly group are 
shown in Table 3. 
Table 3. Significant relationships between NOSIE-30 scores 
and socio-demographic and health charateristics 
for the frail elderly. 
NOS.TE-30 factors Yrs. institution Health 
Interests 0.45* 
Neatness 
-0.49** 
Psychosis 0.36* 
Retardation 
If 
-0.48 
Negative score 0.43* 
Patient assets 
-0.41* 
* Ê <.05. 
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Personal neatness was aignificantly and negatively 
correlated with time spent in the institution. Total 
patient assets were also negatively correlated with time in 
the institution. Health was positively correlated wibh 
interests and negatively correlated wibh social retardation. 
Multivariate analysis was conducted on variables that 
were significantly correlated. Twenty-four percent of the 
variance in psychosis was explained by the number of years 
institutionalized and health stabus (F=3.44 P <.05). When 
the self health rating is held constant, a significant 
relationship emerges between the over all negative score and 
the time spent in the institution (F=4.41 P <.05). Health 
and years in the Institution explained 29% of the variance 
in the overall score on the NOSIE-30. 
Discussion 
The reporbed data do not support the original hypothe­
sis that the frail elderly would score lower on total patient 
assets than the mentally ill group. There are, however, 
several points worth noting. The correlation for the 
mentally ill group between years in the institution and 
observable behaviors as measured on the NOSIE-30 was nob 
significant. This is important in light of a study using an 
earlier version of the NOSIE among an institutionalized 
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schizophrenic population that reported continued insti­
tutionalization was significantly correlated with negative 
behaviors (Honigfeld & Gillis, 1967). 
The many changes that have occurred in psychiatric care 
over the past twenty years offer an explanation for the 
difference in the impact of length of institutional stay on 
behavior. A major effort has been made in the direction of 
rehabilitative programs, improved medication management, and 
therapeutic activities (Johnstone et al., 1981; Shore, 1983). 
The impact of this effort has been to lessen the negative 
effects found in the mental hospitals of twenty years ago 
(Wing, 1981). 
It is also notable that no correlation existed between 
age and negative behavior characteristics as measured on 
the NOSIE-30. The failure to demonstrate a correlation 
between age and negative behaviors for the schizophrenic is 
well substantiated in other studies (Chaikelson & 
Schwartzman, 1983; Honigfeld & Gillis, 1967) and reflects 
the findings of many researchers that schizophrenics gener­
ally demonstrate a reduction in symptoms over time (Bleuler, 
1978; Ciompi, 1980). 
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In contrast to the mentally ill group, there were cor­
relations for the frail elderly between years in the insti­
tution and several behavior factors. The decline in neat­
ness and increase in overall negative behaviors were expect­
ed and are substantiated in the theoretical framework. The 
older individual who experiences an incapacitating illness 
is placed in an institution where congruence between the 
environment and the person is absent. The individual who 
used to be in charge of his own life is in a dependent 
position in an unfamilar situation. The relationship of 
health and negative behaviors can be explained in this 
context. Lewin (1951) emphasizes the importance of both 
physical and social conditions for understanding behavior 
as an aspect of person-environment congruence. Consequently 
in the frail elderly group, institutionalization and declin­
ing health are both predictors of negative behaviors. 
Recommendations 
Data from the study provide some guidelines for care­
givers in nursing homes. The mentally ill patients current­
ly being discharged from psychiatric hospitals have benefit­
ed from an increased emphasis on rehabilitation programs. 
They are less psychotic and better able to make social 
adjustments than they may have been at a younger age (Post, 
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1980). As reported here they do not appear to be more 
impaired by time spent in the institution and in fact, are 
not significantly different than their peers in the frail 
elderly group in terms of social competence and interesba. 
Neatness is a problem with the mentally ill group and a 
structured program that emphasizes personal hygiene and man­
ners may be helpful in improving this problem. Group activ­
ities called the "gentleman's club" or "social club" may be 
used to encourage cleanliness and appropriate behavior in 
social situations. 
The mentally ill resident has become accustomed in the 
psychiatric hospital to a structured program that clearly 
delineates expectationa for behavior and provides activibies 
to occupy the individual. Structured programs assist in 
limiting anxiety and reducing psychotic symptoms (Vogel, in 
press). Continuation of structured activities such as occu­
pational therapy, exercise programs, and socializabion 
groups in the nursing home setting will help control psy­
chotic symptoms. For the chronic mental patient, placement 
in a nursing home is a reinstitutionalization process and it 
is necessary that anti-psychotic drug therapy, as well as 
intensive intervention in activities of daily living be 
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maintained to prevent more serious chronic impairment (Shore, 
1983). 
The frail elderly appear to fare less well in nursing 
homes according to these data. Poor health and increasing 
years in the institution contribute to a decrease in neat­
ness and an increase in bizzare behaviors and social with­
drawal. This is particularly noteworthy because this 
patient group may be expected to have generally functioned 
well prior to their illness and the life changes that 
required nursing home care. A variety of studies docu­
ment the need for congruence with the environment and a 
sense of control in facilitating adjustment of the institu­
tionalized aged (Chang, 1978; Ilarel, 1981; Parmelee, 1982). 
Efforts within the institution to increase personal 
control and congruence with the institutional environment 
should be emphasized as a means to support positive behav­
iors and reduce deterioration exhibited as social withdraw­
al and psychotic behaviors. Opportunities for the frail 
elderly to make decisions regarding their care should be 
encouraged. Examples of this may be diet choices, use of 
personal clothing, and selection of activities (Vogel, in 
press). Other efforts to support independence may help the 
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older person feel more control and comfort in the environ­
ment. Maintaining independence is of importance to the 
frail elderly who are experiencing health conatraints. 
Without a serious attempt on the part of nursing home staff 
to reduce dependence social withdrawal is a likely conse­
quence. An environment adapted to the physically impaired 
will assist the frail elderly to function more autonomously 
without drawing attention to limitations. Examples of 
adaptations include cut-out signs marking bathrooms, furni­
ture adapted to wheelchairs, and reality boards (Vogel, 
in press). 
Some of the same programs identified as reducing nega­
tive behaviors in the mentally ill group will also be of 
value for the frail elderly. Structured programs emphasiz­
ing activities and interactions with others are helpful in 
sparking interests and maintaining self esteem. Socializa­
tion between residents in an informal fashion can also help 
in facilitating adaptation to the institutional environment 
and should be encouraged by using dining rooms and lounges 
as gathering places. 
Some of the decline in the frail elderly attributed to 
advancing age and disease pathology is unavoidable, but that 
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portion of decline related to the process of institutional­
ization is an area where nursing can intervene with measures 
that enhance pre-existing adaptive skills and improve func­
tioning in the nnraing home setting. 
Summary 
The results of study data did not support the original 
hypothesis that the frail elderly would display a greater 
negative impact of institutionalization than the elderly 
mentally ill. It did, however, shed some light on the 
positive and negative aspects of life in an institution for 
the two groups of aged most often found in nursing homes. 
The study partially supports the theoretical framework of 
behavior as a function of the relationship between the 
person and the environment (Lewln, 1951) and reaffirms the 
need for emphasis on psychosocial dimensions of care. 
Continued study of nursing home populations with atten­
tion to the relationship of institutionalization on behavior 
for sub-groups of the aged requiring institutional care is 
recommended. The impact of institutionalization on nursing 
home residents is an aspect of life for many of our aged and 
as such it is too important to be guessed at. Systematic 
research will assist in providing valuable information to 
the clinician directing care for the older person. 
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CONCLUSION 
The primary purpose of the research was to clarify 
the role of institutionalization on levels of activity and 
morale among aging schizophrenics. A second purpose was to 
identify levels of activity and morale among deinstitution­
alized schizophrenics. Lastly the data were utilized to 
suggest guidelines for decision making regarding the care 
of older schizophrenics and frail elderly. Social break­
down theory (Gruenberg & Zuaman, 1964) was the theoretical 
framework for the study. 
Four groups of elderly were studied. The groups were 
healthy elderly, elderly schizophrenics residing in the 
community, schizophrenics residing in a nursing home set­
ting, and non-mentally ill frail elderly residing in a nurs­
ing home. It was hypothesized that chronic illness and 
institutionalization would result in lower morale and 
activity for institutionalized aged than for community aged. 
Sub-hypotheses were: 1) Institutionalized schizophrenics 
will demonstrate lower activity and morale than chronically 
ill institutionalized non-schizophrenics. 2) Institution­
alized schizophrenics will demonstrate lower morale and 
activity levels than non-institutionalized schizophrenics. 
3) Non-institutionalized schizophrenics residing in a 
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community &ill have lower levels of morale and activity 
than healthy community elderly. 
Data were collected using three instruments. The Phil­
adelphia Geriatric Center Morale (PGCM) scale was used to 
measure the level of morale for all groups. The instrument 
was appropiate for this population because it had been de­
veloped for use with an institutionalized population (Law-
ton, 1972). Previous use by Lawton (1972) of the PGCM scale 
with older schizophrenics has established the instrument as 
a valid measurement of morale with this group. 
The Activity Inventory had also been developed for use 
wih older individuals and had reliability and validity es­
tablished with institutionalized groups (Graney, 1982). The 
Activity Inventory covered a variety of items, including 
time spent with family and friends, organizations, sports, 
religious interests, homecare, entertainment, and finances. 
The PGCM scale and the Activity Inventory were administered 
in an interview after informed consent was obtained. 
The third purpose of the study was to obtain data that 
would be useful in suggesting guidelines for care of the in­
stitutionalized elderly. The instrument used for this pur­
pose was the Nurse's Observation Scale for In-patient Eval­
uation (NOSIIC-30). Records of the ward nurse's observations 
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of institutionalized subjects were used for data collection. 
This tool was developed initially to measure behavior of 
institutionalized schizophrenics (Honigfeld and Klett, 
1965) and has been used to measure behavior in both schizo­
phrenic and non-schizophrenic institutionalized subjects 
(Honigfeld ft Gillis, 1967). 
The results of the study did not substantiate all the 
hypotheses. Institutionalized schizophrenics demonstrated 
significantly lower levels of activity and morale than 
schizophrenics living in the community. There was no signif­
icant difference between healthy elderly and schizophrenics 
living in the community on measures of morale and activity. 
In comparing the institutionalized sub-groups there was not 
a significant difference on activity levels for the two 
groups. On the morale measure, however, results were the 
opposite of that predicted. Non-mentally ill institutional 
elderly had significantly lower morale than did the institu­
tionalized schizophrenics. 
Social breakdown theory (Gruenberg & Zusman, 196/4.) 
would predict that the years in the institution and the 
chronic nature of mental illness would result in lower mor­
ale and activities for the schizophrenics. Older schizo­
phrenics, however, have benefited from psychotropic medi­
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cations (Huber et al., 1980; Watt et al., 1983) and rehab-
ilative programs (Beard ot al., 1978; Gutinann et al., 1973} 
Wing, 1981). The results of these benefits can be seen in 
the subjects in this study and in a similar fashion in those 
studied by Lawton (1972), who have adjusted to life within 
the institution. In this study, the non-mentally ill 
elderly, although institutionalized for a shorter period of 
time than the schizophrenics experienced lower morale than 
did schizophrenics. The non-mentally ill elderly perceived 
themselves to be in poorer health than any of the other 
subjects. There was, however, no significant correlation 
between morale level and self health rating for the non-
mentally ill elderly. In terms of social breakdown theory, 
an explanation for the lower morale level among the non-
mentally ill institutionalized group is found in the impact 
of institutionalization on this group. Entering an insti­
tution results in role losses and social support losses at 
a time of physical change that combine to create feelings 
of worthlessness and despair in the patient. Gruenberg and 
Zusman (1964) state that removal of a person from a familiar 
social setting to an unknown one during an acute disturbance 
creates a vulnerability to patterns of withdrawal that are 
reflected here, as low morale. 
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A third purpose of the study was to provide suggestions 
for care of the institutionalized elderly. The NOSIE-30 was 
used to obtain data about the behavior of institutionalized 
sub-groups that can be used to suggest guidelines for care. 
The older schiaophrenic was less neat, more irritable, and 
more psychotic than the non-mentally ill elderly. On mea­
sures of social competence and interests, however, there was 
no significant difference between the two groups. The non-
mentally ill group was significantly more withdrawn than the 
schizophrenic group. The longer the non-mentally ill elder­
ly were institutionaalized the more decline occurred in 
total patient assets. It would appear that the non-mentally 
ill would benefit from institutional programs to utilize 
remaining skills, maintain activity, and reduce social 
withdrawal. 
Limitations 
Limitations to this study must be recognized and care 
taken not to generalize results beyond the boundaries of 
the study. Specific limitations are: 1) Subjects are all 
male military veterans, thus limiting the generalization 
of findings to this group. 2) Based on clinical records 
the schizophrenics living in the nursing home units appeared 
to have residual symptoms of schizophrenia similar to those 
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present In the schizophrenics residing in the community. 
They had been placed on the nursing home unit rather than in 
some other supervised setting primarily due to the service 
connected status of their illness. It is not clear how dif­
ferent this group might be from schizophrenics in other 
nursing home settings. 3) The rural community is also a 
limitation, particularly in the case of the deinstitutional­
ized schizophrenics. Adjustment among deinstitutionalized 
schizophrenics is nob reported to be as good in urban areas 
Caton & Goldstein, 1984) as in rural settings. 4) The total 
sample.size of 103 is a limitation since statistical sig­
nificance would be strengthened with a larger sample. 5) A 
limitation was imposed by the decision to accept only sub­
jects who were considered competent to give consent. In 
both institutionalized groups, this decision resulted in the 
most severely incapacitated individuals being left out of 
the sample. Although it would not be realistic to attempt 
to collect data on a subjective concept such as morale from 
individuals who were not capable of competent thought proc­
esses, study findings can only be applied to competent in­
stitutionalized subjects. 
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Recommendatlona 
Recommendations baaed on the research conducted are In 
two areas: replication of the study and applications of the 
results. Suggestions for care of the institutionaliaed 
elderly are made based on the research findings. 
Research recommendations 
In this study, good outcomes for the schizophrenic were 
observed. Schiaophrenics in the community sotting demon­
strated no significant difference from healthy community 
elderly on measures of morale and activity. It is impor­
tant to know if this finding is replicable because of the 
number of other studies (Caton fi Goldstein, 198/1.; Caton et 
al., 1984; Sweeney, 1982) that report a poor quality of life 
and low level of activity for schizophrenics living in urban 
communities. Another consideration when evaluating the 
findings of this study regarding the deinstitutionalized 
group is the out patient care that they were receiving. A 
replication of the study with a non-veteran population would 
help determine if the level of out patient care being 
received by this group may have had a significant impact 
on their adjustment to the oommunity. A number of studies 
have indicated that deinstitutionalized schizophrenics often 
do not receive the level of care that they need (Engelhardt 
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et al., 1982; Mollica, 1983) and that is a factor in the 
poor adjustment sometimes reported for the deinstitutional­
ized schizophrenic. 
A finding among the schizophrenic portion of subjects 
in this study that is of considerable clinical interest is 
the negative correlation reported for both institutional­
ized and deinstitutionalized schizophrenics between number 
of children and morale level. Some speculation can be made 
about the rationale for this correlation, but it is neces­
sary to attempt to repeat the finding and evaluate it in 
more detail. A useful beginning would be a study including 
only schizophrenic subjects of various ages with children. 
Such a study should include subjects living in homes with 
their families, as well as subjects separated from their 
families. The purpose of the study would be to determine 
if the negative relationship was replicable and if the rela­
tionship was different for those schizophrenic subjects 
living with their families than for those subjects who did 
not live with their family. 
The discovery that the non-mentally ill elderly resid­
ing in the nursing home demonstrated lower morale than the 
group of aged schizophrenics living in a nursing home set­
ting requires replication. A future study should include a 
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non-veteran population to eliminate the effect of medical 
care provided without cost by the Veteran's Administration. 
A non-veteran population would also include females and a 
wider variety of educational and social backgrounds that 
might affect the outcome of the study. 
It would also be useful to follow up on the subjects 
reported on in this study. Changes in morale and activity 
levels over time could be measured and would add to infor­
mation on the effects of institutionalization on activity 
and morale levels for nursing home residents. 
Application of findings 
As stated earlier, application of findings from this re­
search study must be limited to the group studied: aging 
veterans. This group, however, constitutes about one/fifth 
of the elderly in the United States (Veteran's Administra­
tion Statistical Office, 1985). Therefore, application of 
findings to the veteran population is valuable to society 
because of the extent of services provided to this group 
and the costs involved in provision of services. 
The results of this study as applied to the deinstitu­
tionalized schizophrenic support the value of continued use 
of psychotropic medication and out patient follow-up. Sub­
jects in this group were receiving nearly the same number of 
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medications as the institutionalized group and appeared to 
have benefited from the medication because all had been able 
to maintain themselves outside of the hospital for at least 
one year. The finding that this group was as active as, and 
experiencing as high morale as healthy community elderly 
supports the value of continued medical care for those older 
schizophrenics living in community setting. This finding 
also indicates the need to make out patient services easily 
accessible to the schizophrenic. The group studied here 
was living in the same community where a Veteran's Admin­
istration Medical Center was located, thus making services 
available without travel or cost. Efforts to provide out 
patient services through satellite clinics to those schizo­
phrenics not living in such close proximity to a medical 
center would have benefits in helping to maintain the schizo­
phrenic individual in the community and avoid costly 
hospitalization. 
The institutionalized schizophrenic in this study fared 
better than might have been anticipated. On measures of 
activity, there was no significant difference from the non-
mentally ill institutionalized group while on the measure of 
morale the schizophrenic group was significantly higher than 
the non-mentally ill institutionalized elderly. It is also 
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interesting to note as an anecdotal sidelight that while in­
terviewing the institutionalized schizophrenics several com­
mented on how happy they were in their present situation. 
As one 72 year old paranoid schizophrenic stated, "Why would 
I nob be happy. I have enough money, good food to eat, I 
can go for walks, and there are pretty girls to watch." 
The NOSIE-30 revealed that on two positive factors, in­
terests and social competence the schizophrenic group was no 
different than the non-mentally ill group. On the third pos­
itive factor however, personal neatness, the schizophrenic 
group was much lower than the non-mentally ill elderly. 
This factor may be accounted for by the physical needs of 
the non-mentally ill group that required assistance of nurs­
ing staff to meet personal care needs. The schizophrenics 
were more likely to be physically capable of meeting their 
own personal hygiene requirements, but appear to be less 
likely to do so. This is an important area of concern, be­
cause the tendency to be poorly groomed will also cause the 
schizophrenic to be less acceptable to others and reduce the 
opportunities for interactions that may decrease some of the 
negative effects of the schizophrenic process. Certainly a 
clinical recommendation is for emphasis on interventions 
that will improve personal care among this group. 
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The general happiness of the institutionalized schizo­
phrenic discussed in ancodotal information and the finding 
that the schizophrenic group scored higher on measures of 
morale than the non-mentally ill institutionalized group 
indicates that older schizophrenic veterans who are current­
ly institutionalized in nursing home care units are content 
there and are loading a quality of life that should be con­
sidered when placement decisions are being made. 
Applications of findings to the non-menbally ill elder­
ly are important because it would appear from the results of 
this study that this group was dissatisfied with their life 
and with more time spent in the nursing home were becoming 
more incapacitated. Additionally, health did not correlate 
with morale for this group. Ancedotal sidelights add to the 
credibility of the statistical data. Only three veterans 
approached refused to participate in the study. All veter­
ans appeared to enjoy the opportunity to converse with some­
one and in fact made the process of interviewing much longer 
than anticipated by the investigator, due to the frequent 
reminiscing of the subjects. Several expressed feelings of 
sadness and strong feelings of being useless because of 
their being confined to a nursing home. 
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Efforts to prevent further deterioration among this 
group need to be directed toward psychosocial interventions. 
All were making good progress regarding their physical ill­
nesses, but were in need of assistance to deal with the 
chronic nature of their illness and to facilitate adaptation 
to their current lifestyle. Active programs utilizing group 
therapies would be helpful. The number of veterans who en­
gaged in reminiscing during the interview would indicate 
that life review therapy would be useful for this group to 
assist them to recall past accomplishments and gain a per­
spective on their current situablon. Consultant services 
from professionals trained in psychosocial interventions 
sliould be utilized to assist nursing staff in developing 
programs and therapies that would meet the psychosocial 
needs of this group. It is certainly possible that the 
value of these interventions would extend to improvement 
in physical conditions as well as improved morale and a 
decrease in negative behaviors. 
In summary, recommendations from this research study 
are primarily directed toward clinical application of find­
ings for the institutionaliaed populations. The most 
important result was the discovery that morale levels were 
lower in the non-mentally ill institutionalized population 
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than for the institutionalized schizophrenic group. The 
finding that morale levels for the non-raentally ill group 
were not correlated with health adds credence to the 
recommendation for psycho-social interventions to improve 
adjustment to the institution for this group of elderly. 
The finding that institutionalized schizophrenics are 
relatively happy in their setting is particularly important 
because of the frequent push to move schizophrenics in to 
less and less restrictive settings on the grounds that this 
is always to their benefit. In many cases, this will be 
true, as for the deinstitutionalized schizophrenics in this 
study. However, it is also true that access to medications 
and supportive care is needed for deinstitutionalization to 
be really beneficial. Careful planning needs to be given to 
the placement of the older schizophrenic and an evaluation 
of the possible placement settings is essential for deter­
mining the best living situation for the aging schizophrenic. 
Research involving schizophrenic subjects is difficult. 
Explaining the study, obtaining consent and collecting data 
among this population is complicated, but it is necessary 
to have accurate information about psycho-social aspects of 
the disease. Biochemical research aimed at finding the 
cause of this devastating illness is imperative, however, 
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there are many people currently with schizophrenia that need 
assistance with their day to day existence. Cost of care 
and quality of life are the major issues that need to be 
considered for the schizophrenic and a compromise must be 
reached. Further research efforts need to focus on both 
biochemical areas of study and psychosocial areas to best 
serve the individual with schizophrenia and society. 
137 
LITERATURE CITED 
American Psychiatric Association. (1968). Diagnostic and 
Statistical Manual of Mental Disorders (2nd~i ed. ). 
Washington, DC; Committee on Nomenclature and Statistics 
of the American Psychiatric Association. 
American Public Health Association Committee on Mental 
Health. (I96I). A Guide to Control Methods. New York: 
American Public Health Association Inc. 
Andreason, N. C. (198^). The Broken Brain ; The Biological 
Revolution in Psychiatry. New York: Harper Row. 
Arieti, Silvano. (1974). Interpretation of Schizophrenia. 
New York: Basic Books. 
Beard, M. T., Enelow, C. T., and Owens, J. G. (1978). 
Activity therapy as a reconstructive plan on the social 
competence of chronic hospitalized patients. Journal of 
Psychiatric Nursing and Mental Health Services. 78, 33-4-1 • 
Bernheim, K. F. and Levine, R. J. (1979). Schizophrenia ; 
Symptoms, Causes and Treatments. New York: Norton. 
Bernstein, J. S. (1978). Clinical Psychopharmacology. 
Littleton, Mass.: PSG Publishing. 
Bleuler, M. (1978). The long-term course of schizophrenic 
psychosis. In L. C. Wynne, R. L. Cromwell and S. Malthyse 
(Eds.), The Nature of Schizophrenia : New Approaches to 
Research and Treatment (pp. 4.7-86). New York: John 
Wiley. 
Bovey, J. A. (1971). The effect of intensive remotivation 
techniques on institutionalized geriatric mental patients 
in a state mental hospital. Dissertation Abstracts 
International, 72B, 4-201 . 
Braff, D. and Saccuzzo, D. (1981). Information processing 
dysfunction in paranoid schizophrenia: A two-factor de­
ficit. American Journal of Psychiatry. 138, 1051-1057. 
138 
Draun, P., Kochansky, G., Shapiro, R., Greenberg, 8., 
Guderaan, J. E., et al. (1981). Overview: Deinstitu­
tionalization of psychiatric patients, a critical review 
of outcome studies. American Journal of Psychiatry, 138, 
736-749. 
Bridges, T. P., Cannon, E. H., and Wyatt, R. J. (1978). 
Burned-out schizophrenia; Evidence of age effects on 
schizophrenia symptomatology. Journal of Gerontology, 
33, 835-839. 
Burnside, I. M. (1980). Psychosocial Nursing Care of the 
Aged. New York: McGraw Hill. 
Caton, C. L. and Goldstein, J. (1984). Housing change of 
chronic schizophrenic patients: A consequence of the 
revolving door. Social Science Medicine, 19• 759-764. 
Caton, C. L., Goldstein, J., Serrano, 0., and Bender, R. 
(1984). The Impact of discharge planning on chronic 
mental patients. Hospital and Community Psychiatry, 
35. 255-266. 
Chaikelson, J. S. and Schwartzman, A. E. (1983). 
Cognitive changes with aging in schizophrenia. Journal of 
Clinical Psychology, 39, 25-30. 
Chang, B. L. (1978). Generalized expectancy, situational 
perception, and morale among institutionalized aged. 
Nursing Research, 27, 316-323. 
Ciompi, L. (1980). Catamnestic long-term study on the 
course of life and aging of schizophrenics. Schizophrenic 
Bulletin, 6, 608-616. 
Cohen, E. S. and Kraft, A. C. (1968) The restorative 
potential of elderly long-term residents of mental 
hospitals. Gerontologlst, 8, 264-268. 
Davidhizar, R. and Wehlage, D. (1984). Can the client 
with chronic schizophrenia consent to nursing research? 
Journal of Advanced Nursing, 9, 381-390. 
139 
Donaldson, L. J. (1984). Longitudinal changes in 
functional capacity among surviving old people 
continuously resident in hospitals and homes. Journal of 
Epidemiology and Community Health, 38, 24.0-24.6. 
Eisdorfer, G. and fltotsky, B. (1977). Intervention, 
treatment, and rehabilitation of psychiatric disorders. 
In J. E. Birren and K. W. Schaie (Eds.), The Psychology of 
Aging (pp. 724-774)' New York: Van Nostrand Reinhold. 
Engelhardt, D. M., Rosen, B., Feldman, J., Engelhart, A. Z., 
and Cohen, P. (1982). A 15-year followup of 6 4 6  
schizophrenic outpatients. Schizophrenia Bulletin, 3« 
493- 502. 
Fawcett, G., Stonner, D., and Zepelin, H. (1980). Locus of 
control, perceived constraint, and morale among 
institutionalized aged. International Journal Aging and 
Human Development, 11, 13-23. 
Goldman, H. H., Adams, N. H., and Taube, C. A. (1983)» 
Deinstitutionalization: The data demythologized. 
Hospital and Community Psychiatry, 34, 129-134» 
Goldstein, J. and Canton, C. L. (1983). The effects of the 
community environment on chronic mental patients. 
Psychological Medicine, 13, 193-199» 
Graney, M. J. (1982). Social participation roles. In D. 
J. Mangen and W. A. Peterson (Eds.), Research Instruments 
in Social Gerontology (Vol. 2, pp. 22-24)» Minneapolis: 
University of Minnesota Press. 
Gruenberg, E. M. and Zusman, J. C. (1964)» The natural 
history of schizophrenia. International Psychiatric 
Clinics. Il 699-709» 
Gutmann, D., Gottesman, L., and Tesslèr, S. (1973). A 
Comparative study: Ego functioning of geriatric patients. 
Gerontologist, 73, 419-424» 
Hagar, L. and Kincheloe, M. (1983). The disintergration 
of a community mental health outpatient program. 
Perspectives in Psychiatric Care, 21, 102-107. 
140 
Hall, El., Savage, R. D., Bolton, N., Pidwell, D., and 
Blessed, G. (1972). Intellect, mental illness, and 
survival in the aged: A longitudinal investigation. 
Journal of Gerontology, 27> 237-242. 
Harder, D. W., Gift, T. E., Strauss, J. 8., Ritzier, B, A., 
and Kokes, R. F. (1981). Life events and two-year 
outcome in achi%ophrenia. Journal of Consulting and 
Clinical Psychology, 49, 619-626. 
Harel, Z. (1981). Quality of care, congruence, and well-
being among institutionalized aged. Gerontologist« 21, 
523-531. 
Harel, Z. and Noelker, L. (1982). Social intergration, 
health, and choice. Research on Aging, 4« 97-111. 
Henn, F. A. and Nasrallah, H. A. (1982). Schizophrenia as 
a Brain Disease. New York: Oxford University Press. 
Hoff, M. K., Ashbaugh, J. W., Schneider. L. C., Goldstrom, 
I. D., and Manderscheid, R. W. (1983). The chronically 
mentally ill: A descriptive analysis. Administration in 
Mental Health, 10, 171-180. 
Hollister, L. F. (1983). Clinical Pharmacology of 
Psychotherapeutic Drugs. New York: Churchill 
Livingstone. 
Honigfeld, G. and Gillis, R. (1967). The role of 
institutionalization in the natural history of 
schizophrenia. Diseases of the Nervous System, 12, 
660-664. 
Honigfeld, G. and Klett, C. J. (1965). The nurse's 
observation scale for in-patient evaluation; A new scale 
for measuring improvement in chronic schizophenia. 
Journal of Clinical Psychology, 21, 65-71. 
Huber, G. Gross, G. Schuttler, R., and Linz, M. (1980). 
Longitudinal studies of schizophrenic patients. 
Schizophrenic Bulletin, 6, 592-605. 
Hyer, L. Collins, J., and Blazer, D. (1983). Community 
adjustment of older schizophrenics. Journal of Clinical 
Psychology, 39» 160-164. 
U1 
Johnstone, E. C., Owens Cunningham, D. G., Gold A., Grow, 
D. J., and MacMillon Fiona, J. (198 I). 
Institutionalization and the defects of soliizophrenia. 
British Journal of Psychiatry, 1391 195-203. 
Kalman, 0. D. , Desroches, H. F., and Ballard, II. T. (1966). 
Therapeutic effectiveness of minimal activity In an aged 
population. Psychological Reports, 19, 439-443. 
Kuypers, J. A. and Bengston, V. L. (1973). Social 
breakdown and competence. Human Development, 16> 181-201. 
Lawton, fl. P. (1972). Schizophrenia forty-five years 
later. The Journal of Genetic Psychology, 121, 133-143-
Lawton, M. P. (1975). The Philadelphia geriatric center 
morale scale: A revision. The Journal of Gerontology, 
30, 85-89. 
Lewin, K. (1951). Field Theory in Social Science. 
New York: Harper Row. 
Linden, M. and Chaskel, R. (1981). Information and consent 
in schizophrenic patients in long-term treatment. 
Schizophrenic Bulletin, 3, 372-377. 
Lukoff, D., Snyder, K., Ventura, J., and Nuechterlein, K. H. 
(1984). Live events, familial stress, and coping in the 
developmental course of schizophrenia. Schizophrenia 
Bulletin. 2_^ 258-287. 
McEvoy, J. P., Aland, J., Wilson, W. H., Guy, W. and 
Hawkins, L. (1981). Measuring chronic schizophrenic 
patien§'s attiitude toward their illness and treatment 
Hospital and Community Psychiatry, 32, 856-8$%. 
Magaro, P. A. (1981). The paranoid and the schizophrenic; 
The case for distinctive cognitive style. Schizophrenic 
Bulletin.7. 632-661. 
Malm, U., May, P. R., and Denecker, S. J. (1981). 
Evaluation of the qua Id ty of life of the schi zoplirenic 
outpatient: A checklist. Schizophrenic Bulletin, 3, 
477-484. 
^2 
Moller, H., Von Zerssen, D., Eilerb-Werner, K., ft 
Wuschner-Stockheim, M. (1982). Outcome in Rchiaophrenic 
and similar paranoid psychosis. Schizophrenic Bulletin, 
8_L 99-107. 
Mollica, R. F. (1983). From asylum to community. The 
New England Journal of Medicine, 308, 367-373. 
Muller, C. (1963). The influence of age on schizophrenia, 
in R. II. Williams, C. Tibbitts, and W. Donahue (Eds.), 
Processes of A^ing (Vol. 1 pp. 26-55). New York: 
Atherton Press. 
Newmark, G. 8. and Hutchins, T. C. (1980). Age and MMPI 
indicies of schizophrenia. Journal of Clinical 
Psychology. 36, 768-769. 
Noelker, L. and Harel, Z. (1978). Predictors of well-
being and survival among institutionalized aged. 
Gerontolonisb, 18, 562-567. 
Okin, R. L., Dolnick, J. A., and Pearsall, D. T. (1983). 
Patients' perspectives on community alternatives to 
hospitalization: A follow-up study. American Journal 
of Psychiatry, 1 /jO, 1^60-1464. 
Parmelee, P. A. (1982). Social contacts, social instru­
mentality, and adjustment of institutionalized aged. 
Research on AfUn^;, 4., 269-280. 
Pasamanick, B., Scarpitti, F. R., and Uinitz, S. (1967). 
Schizophrenics in the Community. New York: 
Appleton-Century-Crofts. 
Paul, L., Stedman, D. J., and Neufeld, G. R. (1977). 
Deinstitutionalization. Syracuse, New York: Syracuse 
University Press. 
Pfeiffer, E. (1977). Psychopathology and social pathology. 
In J. E. Birren and K. W. Schaie (Eds.), The Psychology of 
Aging (pp. 65O-665). New York: Van Nostrand Reinhold. 
Pishkln, V. and Bourne, L. E. (1981). Abstactlon and the 
use of available information by schizophrenic and normal 
individuals. Journal of Abnormal Psychology. 90, 197-203. 
1/..3 
Pishkin, V., Lovallo, W. R., Lenk, R. G., and Bourne, L. E. 
(1977). Schizophrenic cognitive dysfunction. A deficit 
in rule transfer. Journal of Clinical Psychology, 33, 
335-342. 
Place, E. J. and Gilniore, G. G. (1980). Perceptual 
organization in schizophrenia. Journal of Abnormal 
Psychology, 89, /|.09-41S. 
Post, F. (1980). Paranoid, schizophrenia-like, and 
schizophrenic states in the aged. In J. E. Birren and 
R. B. Sloane (Eds.), Handbook of Mental Health and Aging 
(pp. 59I-6I3). Englewood Cliffs, N.J.: Prentice-Hall. 
Raskin, A. (1979). Psychopathology in t)ie elderly. In 
A. Raskin and L. F. Jarrick (Eds.), Psychiatric 
Symptoms and Cognitive Loss in the Elderly (pp. 3-18). 
New York; Hemisphere. 
Redick, R. W., Kramer, M. & Taube, C. (1973). Aging and 
Schizophrenia. In E. Busse & E. Pfeiffer (Eds.), Mental 
Illness in Later Life (pp. 199-232). Washington, U. C.: 
American Psychiatric Association. 
Reich, W. T. (1978). Ethical issues related to research 
involving elderly subjects. Gerontologist, 18, 326-336. 
Saccuzzo, D. P. and Draff, D. L. (1981). Early information 
processing deficit in schizophrenia. Archives of General 
Psychiatry, 38, 175-179. 
Sauer, A. R. and Warland, S. M. (1982). Morale and life 
satisfaction. In D. J. Mangen and W. A. Peterson (Eds.), 
Research Ins bruments j^n Social Gerontology (Vol. 2. 
pp. 195-240). Minneapolis: University of Minnesota 
Press. 
Shore, J. H. (1983). The epidemiology of chronic mental 
illness. In D. I. Cutler (Ed.), Effective Aftercare for 
the 19803 (pp. 5-11). San Francisco: Jossey-Bass. 
Simpson, G. B., Bourne, L. E. , Justesen, D. R. and Rliodes, 
R.J. (1979). Schizophrenic and paranoid thinking in 
conceptual performance. Bulletin of Psychnomic Society, 
13, 97-100. 
1 hh 
Smith, K. F. and Bengston, V. L. (1979). Positive 
consequences of institutionalization: Solidarity between 
elderly parents and their middle-age children. 
Gerontologist, 19, 438-446. 
Solon, J. A., Amthor, R. P., Rabb, M. Y. and Shelley, J. C. 
(1977). Linking young and old institutionaliaed people. 
Public Health Reports > 92, 57-6/,. 
Stoneall, L. (19B3). Dilemmas of support. Journal of 
Family Issues, 4, 659-676, 
Saas, T. (1972). The Myth of Madness. New York: 
Harper Row. 
Sweeney, D., Garrison, J., Dabrowski, G. and McGettigan, P. 
(1982). Mapping urban hotels : Life space of the chronic 
mental patient. Journal of Psychosocial Nursing and 
Men bal Health Services, 20, 9-14. 
Talbott, J. A. (1980). Toward a public policy on the 
chronic mentally ill patient. American Journal of 
Orthopsychiatry, 50, 43-53. 
Talbott, J. A. (1981). The national plan for the 
chronically mentally ill: A programatlc analysis. 
Hospital and Community Psychiatry, 32, 699-704. 
Taylor, M. A. and Abrams, R. (1984). Gognltive impairment 
in schizophrenia. American Journal of Psychiatry, 141> 
196-200. 
Turnquist, A. C. (1983). The issue of Informed consent 
and the use of neuroleptic medications. International 
Journal of Nursing Studies, 20, 181-186. 
Veteran's Administration Department of Statistics. (1985). 
Demographic and Statistical Information on the Veteran 
Population. Washington, D. G.: Government Publications. 
U5 
Vogel, C. H. (1982). Anxiety and depression among the 
elderly. Journal of Gerontological Nursing, 8, 213-217. 
Vogel, C. H. (1987). The role of institutionalization 
among nursing home populations. Unpublished manuscript, 
Iowa State University, Department of Family Environment, 
Ames, Iowa. 
Vogel, C. H. (in press). Anxiety. In K. G. Buckwalter and 
M. D. Maas (Eds.), Nursing Diagnosis and Interventions 
for the Elderly. New York: McGraw Hill. 
Von Praag, H. M. (1978). Psychotropic Drugs. New York: 
Brunner/Mazel. 
Watt, D.G., Katz, K. and Shepherd, M. (1983). The 
natural history of schizophrenia: A 5-year prospective 
follow-up of a representative sample of schizophrenics by 
means of a standardized clinical and social assessment. 
Psychological Medicine, 13, 663-670. 
Weinstock, G. and Bennett, R. (1978). Two studies of 
socialization and its impact on cognitive functions. 
In Jon Hendricks (Ed.), Institutionalization and 
Alternative Futures (pp. 53-65). New York: Baywood. 
Wenger, P. (1958). A comparative study of the aging 
process in groups of schizophrenic and mentally well 
veterans. Geriatrics, 13, 367-370. 
Williams, D. H., Bellis, E. G. and Wellington, S. W. 
(1980). Deinstitutionalization and social policy. 
American Journal of Orthopsychiatry. 50, 54-6^. 
Wing, J. K. (1981). From institutional to community care. 
Psychiatric Quarterly,, 53, 139-151. 
Wing, J. K. and Brown, G. W. (1970). Institutionallsra 
and Schizophrenia. Cambridge, Mass.: Cambridge at the 
University Press. 
Wolk, S. and Telleen, S. (1976). Psychological and social 
correlates of life satisfaction as a function of 
residential constraint. Journal of Gerontology, 31, 89-98. 
146 
Zawadski, R. T., Glazer, G. B. and Lurle, E. (1978). 
Psychotropic drug use among institutionallaed and non-
inatutionaliaed medicaid aged in California. Journal 
of GerontoloKV, 33, 825-834. 
147 
APPENDIX A. 
CONSENT FORM AND TEST INSTRUMENTS 
1/,8 
Information About "A Study of the Relationship of Activity 
and Morale Levels to Institutionalization among Aging 
Schisophrenics 
The purpose of this study is to learn if people who have 
lived much of their lives in psychiatric hospitals feel 
differently about themselves and have different activities 
than those people who have lived in other institutions or 
from those people who have lived part or most of their lives 
in communities. I will be talking with you and asking you 
some questions about yourself and the things you like to do. 
If you are now in the nursing home the nurse on your ward 
will also make some observations about your behavior, such 
as activity on the ward. All information is confidential 
and your name will not be used in any reports of this study. 
You do not have to participate in this study if you don't 
want to. If you decide to volunteer to participate in this 
study and later decide that you would rather not partici­
pate, you may stop at any time. A decision not to partici­
pate in the study will not in anyway affect your right to 
receive health care or any other benefits to which you are 
entitled from the Veberan's Administration. If you have any 
questions regarding your rights and research studies contact 
the VA District Legal Counsel at 862-4.090. 
Do you have any questions now? If you do have questions 
later, contact Connie Vogel at 8/|.2~310l ext. 6/^/^8 or at 673-
9626. 
(Subject) 
(Witness) 
I, certify tliat the above writ­
ten material was discussed and fully explained 
to me by Connie Vogel on this date. 
Date Signature 
I, certify that I was pres­
ent during the oral presentation of the above 
written summary when it was given to the above 
subj ect. 
Date Signature 
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Age_ 
Data Sheet 
Marital Status married 
divorced 
Number of children_ 
Type of work done 
Still working 
Self-health rating 
single 
widower 
Education level_ 
(no. of yrs.) 
excellent good 
poor 
fair 
Current medications 
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•Philadelphia Geriatric Center Morale Scale 
Astrik Indicatea correct response. 
1. Little things bother me more this year. (yes - no) 
2. I sometimes worry so much that I can't sleep. (yes - no 
3. I am afraid of a lot of things. (yes - no 
4. I get mad more than I used to. (yes - no ^0 
5. I take things hard. (yes - no 
6. I got upset easily. (yes - no ^0 
7. Things keep getting worse as I get older. (yes - no 
8. I have as much pep as I had last year. (yes - no) 
9. As you get older you are less useful. (yes - no ^0 
10. As I get older, things are better/worse than I thought 
they would be. (better - worse) 
11. I am as happy now as when I was younger, (yes - no) 
12. How much do you feel lonely? (not much * - a lot) 
13. I see enough of my friends and relatives. (yes -no) 
1/+. I sometimes feel that life isn't worth living. (yes - no 
15. Life is hard for me much of the time, (yes - no ) 
16. How satisfied are you today? (satisfied -- dissatisfied) 
17. I have a lot to be sad about. (yes - no ^0 
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Activity Inventory 
What do you do in your free time? 
Work in and around the house 
Work in garden or yard 
Farm work 
Attend movies 
Watch T.V. 
Attend clubs, lodges or 
other meetings 
Sew, crochet or knit 
Read 
Just sit and think 
Other (what) 
Work on some hobby_ 
Listen to radio 
Write letters 
Participate in 
volunteer work 
Play sports 
Play cards or 
table games 
Take rides 
Visit with friends 
(4 points for 4 or more, 2 points for 3 or more, 1 point 
for 2 or more, 0 for 1 or none). 
2. List the hobbies or favorite pastimes that you now have. 
(2 points for 2 or more, 1 point for 1, 0 for noneT. 
3. How much time oaoh day do you spend reading? 
Never read (O) 
A few minutes (1) 
An hour or more (2) 
Most of the day (1) 
4. To how many organization do you now belong? 
None One Two Three Four or more 
( 0 )  ( 1 )  ( 2 )  '  ( 3 )  '  ( 3 )  
5. How many meetings do you attend each month? 
None Less than one per month One a week 
( 0 )  "  ( 1 )  ~  ( 2 )  
More than one a week (3) 
6. How often do you attend religious services? 
Never Less than once a month One a week 
( 0 )  "  ( 1 )  ( 2 )  
More than once a week (2) 
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7. Do you listen to church services on radio or T.V.? 
Never Once in a while Once a week 
( 0 )  ( 1 )  ( 2 )  
More than once a week (2) 
8. How often do you read religious material? 
Never Once in a while Once a week 
( 0 )  ( 1 )  ( 2 )  
Every day (3) 
9. With whom are you living? 
With spouse _ 
With spouse and children_ 
With children alone _ 
With parents _ 
2) With relatives (1) 
2) With friends (1) 
(1) Alone (0) 
( 1 )  
10. How often do you see some of your family or close 
relatives? 
Loss than once a year (O) Every day (2) 
About once a month (1) Have none (O) 
Once a week (2) 
11. If you have family, do you feel they neglect you? 
Yes, completely (0) A little (1) No (2) 
12. Do you see your friends more or less often now than 
when you were 55 years old? 
Less (0) Same (1) More (2) 
13. Do you often see or hear from children or young people 
who are friends or family? 
Less than once a year (O) Everyday (2) 
A few times a year (O) Never (O) 
Once or twice a month (1) 
About once a week (1) 
14-. What are your serious physical problems? 
Poor sight Blind Hard of hearing Deaf 
Crippled General stiffness Heart trouble 
Stomach trouble High blood pressure No physical 
problems Other 
(No physical problems One item (1) two items 
or more (O)) 
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15. Below la a list of difficulties people sometimes have 
check those that apply to 
Short of breath at night 
Short of breath after 
exercise 
Heartburn 
Swelling of feet 
Feeling tired 
Nervous breakdown 
you. 
Difficulty urinating. 
Constipation 
Aching joints 
Backaches 
Gas pains 
Headaches 
No difficulties 
(No difficulties (2) One item (1) Two items or more ( 2 ) )  
16.  How many days did you spend 
All the time (0) 
A month or more (0) 
Two to four weeks (0) 
A few days 0) 
None (2) 
in bed last year? 
17. Which of the following often trouble you? 
Sleeplessness 
Bad dreams 
Food doesn't taste good_ 
Tire too easily 
Feel blue 
(None of these (2) One item (1) Two items or more (0) 
Nervousness 
Dislike noise 
Worry about health 
Forgetfullness 
None of these 
18. Are you working now? 
Yes, full time (5) 
Yes, part time (2) 
No " (0) 
19. Are you taking care of your home? 
No 
Do a little or help someone else 
Do everything myself il 
20. What things have you had to do since the age of 55 due 
to lowered income? 
Gave up home 
Moved to cheaper home 
Stopped going to church 
Bought cheaper foods 
Can't keep home repaired^ 
Gave up clubs 
Bought cheaper clothes 
Stopped taking vacations_ 
Gave up auto 
Have not had to do any 
of these 
(4 points gave up nothing, 2 points gave up one item, 0 
points gave up more than one item). 
PLEASE NOTE: 
Copyrighted materials in this document 
have not been filmed at the request of 
the author. They are available for 
consultation, however, in the author's 
university library. 
These consist of pages: 
Appendix A. pages 154-155 (Nurses' Observation Scale for 
Tn-pat.jpnt.  Fvalnation) 
University 
Microfilms 
International 
300 N Zeeb Rd., Ann Arbor, Ml 48106 (313) 761-4700 
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APPENDIX B. 
INFORMED CONSENT AND COGNITIVE FUNCTIONING 
Research conducted on human subjects requires obtaining 
informed consents from individuals who are participating in 
the research. Informed consent is commonly considered to 
mean that subjects are provided with adequate and under­
standable information regarding therapeutic and experimen­
tal procedures and insuring subject's competent understand­
ing of the information (Davidhizar & Wehlage, 1984). Pro­
viding information may be relatively easy. Insuring comp­
etency is more difficult especially in the case of the 
schizophrenic where cognitive functioning may be question­
able. This is an issue in obtaining consent for research 
studies and in insuring informed consent for medical treat­
ment. Because of concerns about informed consent, as well 
as the interest in studying cognitive functioning as a means 
of,increasing understanding of the schizophrenic process, a 
number of authors have explored cognitive functioning and 
information processing in schizophrenics. Cognitive abili­
ties are an important aspect of informed consent among 
schizophrenic subjects; therefore, the work in this area 
is reviewed here. 
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Cognitive Functioning 
Information processing and speed of processing in 
schizophrenics have been examined in detail. In three 
experiments conducted to evaluate two stages of information 
processing and iconocic storage in chronic schizophrenics a 
slowing of information processing was detected. (Saccuzzo & 
Braff (1981). A follow-up study comparing paranoid schizo­
phrenics to a group of depressed people found the paranoid 
schizophrenics were more impaired on input factors and 
speed of processing than the depressed group (Braff ft 
vSaccuzzo, 1981). Work by Taylor and Abrams (198^) expanded 
on the studies of Saccuzzo and Braff. Taylor and Abrams 
(1984) hypothesized that schizophrenics evidenced cognitive 
impairment of the dominant hemisphere, whereas those with 
affective illness are impaired in the non-dominant hemi­
sphere. The hypothesis was not supported and no significant 
difference was demonstrated between the schizophrenic sub­
jects and the affectively ill group. Although schizophrenic 
subjects showed some cognitive impairment the evidence indi­
cates the problem occurs in a slowing of information proc­
essing. Allowing sufficient time to problem solve would 
help in reducing the effect of the deficit. 
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The ability to abstract is an important area in eval­
uating the comprehension of informabion by schizophrenics. 
There are conflicting results among the numerous studies of 
abstraction in schiaophrenic thinking (Pishkin & Bourne, 
1981; Place & Gilmore, 1980). Pishkin et al. (1977) studied 
problem solving involving abstract tliought in schizoplirenia 
among a Veteran's Administration hospital population and 
identified schizophrenics as capable of transfering infor­
mation from problem to problem when the problems were con­
ceptually similar. When the problems involved mastery of 
a difficult subject, however, Pishkin and Bourne (1981) 
identified a performance deficit at higher levels of 
abstraction. Place and Gilmore (1980) examined perceptual 
organization in schizophrenia and suggested two clinical 
implications; 1) demonstration of schizophrenia perception 
as a failure to attend only to relevant information when 
irrelevant information is also present and 2) demonstration 
that this deficit occurs early in the processing system. 
Their findings offer some explanation of the difficulty 
schizophrenics have with complex abstraction. As the level 
of abstraction becomes more difficult the ability to sort 
out relevant information interferes more and more with the 
process and the ability to understand is diminished. 
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There is some degree of cognitive impairment occurring 
in schizophrenia, but there is indication that the extent 
of the impairment may vary with the type of schizophrenia. 
Paranoid schizophrenics show more intact concept capacity, 
more developed personality intergration, and better differ­
entiated perceptual fields tlian do other types of schizo­
phrenia (Msgaro, 1981). Pishkin and Bourne (1981) caution 
that their findings apply to chronic undifferentiated 
schizophrenics and may not apply to schizophrenics in gen­
eral. Paranoid schizophrenics performed better on rule 
based problems than did non-paranoid schizophrenics in a 
study by Simpson et al. (1979). The literature in this area 
is generally in agreement that schizophrenics often perform 
poorly on cognitive tasks, however, it is difficult to 
assess the significance of cognitive defects due to the 
heterogenous nature of the disorder, confounding effects of 
treatment, and differences in performance among types of 
schizophrenics. 
Changes in cognitive deficits with age when the schizo­
phrenic disturbance and treatment continues over a span of 
time have been researched. It might be expected that the 
older, hospitalized, chronic schizophrenic would be more 
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oognitively impaired bhan the younger schizophrenic; how­
ever, a different picture is presented by clinical research. 
Bleuler (1978) in a twenty year follow-up of 1,178 schizo­
phrenics treated in Germany, suggests that cognitive func­
tioning will moderate at a relatively stable level. He 
reports that the disorder, not only stabilized after five 
years but tended to ameliorate subsequently. Bleuler's 
statements are in agreement with other clinical researchers 
who have conducted longitudinal studies of large numbers of 
schizophrenic subjects (Hall et al., 1972; Huber et al., 
1980; Lawton, 1972; Muller, 1963). 
Ghalkilson and Schwartzman (1983) studied 21 hospital­
ized male veteran schizophrenics in their late sixties, as 
well as a group in their early forties. They indicate older 
subjects were no more impaired than their younger counter­
parts; moreover, negtive age effects were more pronounced 
in a sample of normal older adults than among the schizo­
phrenics. The authors concluded thab the study supported 
Bleuler's statement of stabilization and ameloriation of 
disruptive functioning in the long term schizophrenic. 
Although it certainly must be recognized that some cognitive 
impairment occurs in schizophrenia, the problem does not 
become more severe in the older schizophrenic. Based on the 
161 
literature reviewed, the older schizophrenic is capable 
of understanding well enough to give an informed consent. 
Issues of Informed Consent 
Informed consent is of concern to anyone working with a 
schizophrenic population. Although there has not been much 
discussion of informed consent for research studies invol­
ving schizophrenic subjects, attention has been given to the 
issue in obtaining consent for treatment from schizophrenic 
patients. The basic question is not the same as for 
research subjects, but the factors involved in determining 
an informed consent are. 
Linden and Chaskel (1981) studied 85 schizophrenics 
receiving neuroleptic medications at an out patient 
clinic. The majority of patients were able to comprehend 
the information given them and could make treatment choices. 
Different results were found by McEvoy et al. (1981). They 
report that only 27% of inpatient schizophrenics inter­
viewed were able to understand medications were needed to 
treat schizophrenia. It may be that the competency ques­
tion in such a severely ill group is one of not having 
insight into the nature of schizophrenia, rather than one of 
not having the cognitive ability to understand. It is rea­
sonable to expect that among clironically ill schizophrenics 
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under treatment, insight regarding the need for treatment 
would be higher. There la an ethical dilemma arising in 
the situation where consent is obtained only after goals of 
treatment have been reached (Turnquist, 1983). This is a 
complex situation that requires thought be given to obtain­
ing a balance between individual autonomy and the effects 
of treatment. 
Another aspect of informed consent among institution­
alized subjects is raised by Reicli (1978) who states that 
by being total institutions, mental hospitals and nursing 
homes have determined the behavior of residents by their 
institutional sbucture and expectations. Residents are 
dependent upon the institution for care and may feel that 
they have no choice when informed consent is requested. 
Such conditions require that extra precautions are needed 
to protect the rights of institutionalized subjects to an 
informed and free choice. 
The above issues are summarized by Davidhizar and Weh-
lage (198/|.) who suggest that four issues must be considered 
to insure adequate legal and competency standards for in­
formed consent with schizophrenic subjects. These four fac­
tors are; a) evidence of a choice, b) factual understanding 
of the choices, c) rational manipulation of information, and 
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d) appreciation of the nature of the situation. The concep­
tualization of these standards furnishes a stringent guide­
line for assessing the competency of subjects. In utiliaing 
these standards to assess the subject's competency, consid­
eration must be given to Lhe ability of the subject to com­
municate a choice, cognitive understanding of the facts 
needed to make a choice, ability to use information received 
in making a decision, and insight into the situation. 
Schiyiophrenics have been a rather neglected group in 
research efforts. Because of the difficulties in determin­
ing competency and insuring an informed consent the older, 
institutionalized patient has not been a likely research 
subject. Researchers must carefully evaluate the issues 
involved in obtaining informed consent from schizophrenics, 
but they should not be so concerned that research needed to 
improve the quality of life for this disenfranchised group 
is avoided. 
